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To  those  Obstetricians  lolio  are  endeavourituj,  by  aseptic 
methods,  to  do  for  Midwifery  what  has  already  been  done 
for    Stirgery,    this   book    is    respectfully    dedicated    by 
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PREFACE. 

Foe  difficult  obstetrical  cases  no  hospital  in  the  United 
Kingdom  can  compare  with  the  Glasgow  Maternitj' 
Hospital.  During  the  eleven  years  that  I  have  been  on 
the  statt'  my  experience  in  Obstetrics  has  been  both 
varied  and  extensive.  I  have  endeavoured  to  make  use 
of  these  exceptional  opportunities,  and  the  results  of  my 
experience  will  be  found  in  the  following  pages. 

I  think  it  will  be  generally  admitted  that  the  clmical 
teachm^  of  midwifery  in  our  Schools  and  Universities 
is  in  a  most  unsatisfactory  condition.  While  Clinical 
Medicine  and  Surgery  rightly  receive  a  large  amount  of 
attention,  the  teaching  of  Midwifery  is  almost  entirely 
systematic.  The  attendance  on  twelve,  or  even  twenty, 
labours  cannot  be  considered  a  sufficient  CUinical  train- 
ing. The  fact  is,  graduates  have  to^gain  their  clinical 
experience  m  Midwifery  after  they  have  become  qualified. 
This  is  not  as  it  should  be,  and  it  is  high  time  for 
attendance  in  the  wards  of  a  Maternity  Hospital  for  some 
months  to  be  made  compulsory. 

In  liS9S  a  very  heated  discussion  was  carried  on  in 
the  British  Medical  Journal,  initiated  by  a  paper  of 
mine  on  "Aseptic  Midwifery".  The  views  upheld  in 
that  paper  were  severely  criticised  by  several  members  of 


the  profession,  but  not  a  single  teacher  raised  his  voice 
against  them.  Koi-  the  benefit  of  my  critics  and  others, 
I  wish  to  state  that  an  extensive  later  experience  has 
most  fully  demonstrated  the  superiority  of  aseptic,  to  all 
other,  methods.  What  asepsis  has  done  for  Surgery  it  can 
and  will  do  for  Midwifery,  and  I  trust  that  the  day  is  not 
far  distant,  when  every  practitioner  or  midwife,  who  takes 
upon  himself  or  herself  the  responsibility  of  attending 
women  in  labour,  will  realise  this,  and  act  accordingly. 
Then,  and  only  then,  will  puerperal  septicaemia  become 
rare.  It  is  terrible  to  think  that  this  frightful  scourge 
is  still  so  deadly,  when  all  that  is  required  to  check  its 
ravages  is  perfect  cleanliness. 

The  illustrative  cases  given  have,  with  very  few  ex- 
ceptions, been  treated  by  myself.  I  have  given  a  fairly 
large  number  in  connection  with  cardiac  disease,  in  order 
to  illustrate,  as  far  as  possible,  the  different  lesions.  This 
condition  is  very  inadequately  dealt  with  in  most  text- 
books, and  I  have,  therefore,  treated  of  it  at  some  length. 
As  regards  eclampsia,  I  have  given  full  records  of  twenty- 
one  cases,  so  that  each  reader  may  be  able  to  form  his 
own  conclusions.  In  my  hands  the  treatment  by  sahne 
infusions  has  given  very  satisfactory  results,  and  I  can 
w'ith  confidence  recommend  it. 

I  am  deeply  indebted  to  Dr.  W.  E.  Fothergill  for  his 
kindness  in  allowing  me  the  use  of  so  man}'  of  his 
plates  :  to  Dr.  W.  S.  Playfair,  Sir  J.  Halliday  Croom,  and 
Dr.  Berry  Hart,  also  for  the  use  of  plates  ;  to  Dr.  John 
Lindsay  for  many  admirable  drawings  ;  to  Messrs.  J. 
Gardner  &  Son  and  Messrs.  A.  Young  &  Son  for  the 
illustrations  of  instruments  ;  to  Dr.  G.  Balfour  Marshall 
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for  photographs  of  the  apphcation  of  forceps  ;  to  Prof. 
McPhail,  of  St.  Mungo's  College,  for  the  water-colour 
drawing  of  the  liver  ;  to  Drs.  John  Brownlee  and  Jas. 
Todd  for  notes  of  fever  cases  ;  to  Dr.  Jas.  Adam  for 
notes  and  plates  of  his  interesting  case  of  exstrophy  of 
the  bladder ;  to  my  various  residents  who  have  so  care- 
fully reported  the  cases  ;  and  to  Dr.  Carstairs  C.  Douglas 
for  his  kindness  in  examining  and  reporting  on  specimens, 
.and  also  in  reading  the  proofs  with  me. 

K.  J. 

Glasgow,  Jdiuniri/,  lUOH. 
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CHAPTEE  I. 

INTRODUCTORY. 

The  science  of  medicine  has  made  immense  progress  dm-ing 
the  last  hundred  years,  and  in  no  department  is  this  progress 
more  marked  than  in  that  of  obstetrics.  Such  men  as  Amand, 
Gregoire,  La  Motte,  Manningham,  Moss,  Smellie,  Eoederer, 
and  the  Hunters  certainly  did  much  for  this  branch  of  the 
profession  in  the  eighteenth  century,  a  period  which  saw  the 
end  of  the  mid  wives'  furious  opposition  to  the  practice  of  mid- 
wifery by  men.  The  introduction  of  the  phantom  in  teaching, 
the  employment  and  improvement  of  the  forceps,  the  discovery 
of  the  decidua  reflexa,  the  researches  on  the  placenta,  and  the 
publication  of  the  atlas  of  the  gravid  uterus  were  undoubted 
gains.  But  puerperal  fever  remained  the  same  terrible  scourge 
that  it  had  been.  For  obstetricians  in  their  maternity  hospital 
work  it  possessed  the  same  terrors  that  hospital  gangrene  and 
erysipelas  had  for  surgeons. 

The  year  1847  is  a  memorable  one  in  the  annals  of  ob- 
stetrics. During  that  year  two  discoveries  were  made  which 
have  robbed  childbed  of  two  of  its  greatest  terrors.  These 
■discovej'ies  were  the  use  of  chloroform,  and  the  nature  of  puer- 
peral fever.  No  man  can  estimate  the  amount  of  suffering 
which  Sir  James  Y.  Simpson's  discovery  has  been  the  means 
of  alleviating.  The  second  discovery,  that  of  the  nature  of 
puerperal  fever,  has  saved  the  lives  of  many  parturient  women. 
It  is  to  a  Hungarian  aamed  Semmelweis  that  we  owe  this  great 
boon.  He  was  assistant  to  the  First  Midwifery  CUnique  in 
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Vienna.  In  the  Second  Midwifery  Clinique  the  women  were 
attended  by  students,  while  in  the  First  they  were  entirely 
under  the  care  of  midwives.  He  noticed  that  the  death  rate 
among  the  students'  cases  was  very  much  higher  than  among 
the  midwives'.  In  seeking  for  an  explanation  of  this  fact 
light  was  suddenly  thrown  upon  the  subject  by  the  tragic 
death  of  the  Professor  of  Medical  Jurisprudence,  who  had 
pricked  his  finger  at  a  post-mortem  examination  and  died  of 
blood  poisoning.  Semmelweis  recognised  that  his  colleague 
had  died  of  the  very  same  disease  that  was  causing  havoc  among 
parturient  women.  He  came  to  the  conclusion  that  the  so- 
called  puerperal  fever  was  nothing  more  or  less  than  blood 
poisoning  in  a  puerperal  woman,  and  that  the  poison  gained 
entrance  to  the  system  through  some  part  of  the  genital  tract, 
during  labour  or  the  puerperium.  The  explanation  of  the  high 
mortality  among  the  students'  cases  appeared  plain.  The  men 
were  conveying  infection  on  their  hands  to  their  patients,  from 
the  post-mortem  and  dissecting  rooms,  where  they  were  work- 
ing. The  theory  was  put  to  the  proof  by  making  the  men 
wash  their  hands  in  solutions  of  chlorine  or  chloride  of  lime, 
with  the  result  that  the  death  rate  quickly  fell  lower  than  that 
among  the  midwives'  cases. 

One  would  imagine  that  such  an  important  discovery  would 
have  been  hailed  with  satisfaction,  but  unfortunately  this  was 
not  the  case.  Some  accepted  it,  but  the  fathers  of  the  profession 
did  not  relish  being  told  that  they  had  been  conveying  infection 
to  their  patients  on  their  dirty  hands.  It  suited  them  better  to 
ascribe  outbreaks  of  puerperal  fever  to  the  hand  of  Providence. 
Semmelweis  was  abused  and  his  discovery  scoffed  at.  He 
unfortunately  was  not  an  essentially  strong  man  like  Simpson. 
Disappointed  and  embittered,  he  was  driven  from  Vienna,  and, 
becoming  insane,  died  in  an  asylum  at  a  comparatively  early  age. 
By  the  irony  of  fate,  his  death  was  due  to  blood  poisoning. 

To  him  belongs  the  honour  of  having  discovered  tlie  nature 
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of  puerperal  fever,  and  also  of  having  adopted,  in  a  crude  way, 
the  aseptic  methods  which  are  so  largely  used  at  the  present 
time.  The  bacteriological  investigations  of  recent  years  have 
confirmed  his  views.  By  their  means  sources  of  infection  of 
which  he  probably  knew  nothing  have  been  made  plain  to  us, 
but  this  does  not  in  any  way  detract  from  the  importance  of 
his  discovery. 

Antiseptic,  and  latterly  aseptic,  methods  have  completely 
revolutionised  surgical  practice,  both  in  hospital  and  private 
work.  In  midwifery  hospital  work  the  results  have  been 
equally  good,  so  that  septicaemia  is  practically  banished  from 
all  well-conducted  maternity  hospitals.  About  private  work, 
judging  from  the  returns  of  the  Eegistrars-General,  the  same 
cannot  be  said.  Puerperal  fever  is  still  far  too  common. 
The  mortality  from  it  is  much  as  it  was  many  years  ago. 
While  the  mortality  is  high  the  morbidity,  as  gynaecologists 
can  testify,  is  also  very  great.  If  puerperal  sepsis  were  com- 
pletely banished,  a  great  deal  of  gynaecological  work  would  be 
done  away  with.  If  surgeons  are  able  to  prevent  sepsis  in 
the  vast  majority  of  their  cases,  there  seems  no  reason  why 
obstetricians  should  not  be  able  to  do  the  same.  They  have 
done  it  in  the  maternity  hospitals,  which  at  one  time  were  hot- 
beds of  infection,  and  they  should  be  able  to  do  the  same  in 
private  work  as  successfully  as  the  surgeons  have  done.  That 
this  is  not  the  case  is  not  to  the  credit  of  the  profession. 

One  reason  why  the  results  in  surgery  are  so  good  is  because 
the  great  bulk  of  the  work  is  done  by  specialists.  Very  few 
general  practitioners  do  much  surgery,  but  almost  all  the 
midwifery  in  Scotland  is  done  by  them.  In  England  a  very 
large  amount  of  this  work  is  in  the  hands  of  midwives,  many 
of  whom  are  quite  untrained.  If  midwifery  were  done  by 
specialists,  as  surgery  is,  no  doubt  there  would  be  a  great 
improvement.  In  cities  this  could  be  possible,  but  not  in 
country  districts.     In  the  hurry  of  general  practice  there  may 
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be  difficulties  in  the  way  of  carrying  out  absolutely  aseptic 
methods,  such  as  are  found  necessary  in  hospital  work,  but 
this  is  certainly  no  excuse  for  the  abandoning  of  ordinary 
cleanliness. 

The  act  of  parturition  may  be  said  to  be  a  physiological  one. 
Among  primitive  people  this  is  perfectly  true,  and,  so  long 
as  the  process  is  left  to  nature,  they  experience  very  little  diffi- 
culty and  have  few  cases  of  sepsis.  Among  civilised  women, 
however,  in  very  many  instances,  it  borders  dangerously  on 
the  pathological.  Civilisation  has  introduced  many  factors  into 
our  lives  which  people  living  in  a  state  of  nature  do  not  have 
to  reckon  with.  Nature  is  not  a  hard  task-mistress,  but  if  we 
infringe  her  laws,  we  must  be  prepared  to  pay  the  penalty. 

The  study  of  the  bacteriology  of  the  vagina  has  of  late  years 
thrown  much  light  upon  a  few  points,  and  undoubtedly  much 
more  will  be  learned  from  it.  It  is  of  the  utmost  importance 
to  decide  whether  the  vagina  is  septic  or  aseptic  at  the  onset  of 
labour.  If  it  is  septic,  one  would  naturally  endeavour  to  render 
it  aseptic,  and  if  it  is  aseptic,  one's  efforts  should  be  put  forth 
to  keep  it  in  that  condition  during  labour  and  the  puerperium. 
Many  experiments  have  been  carried  out  and  much  written  on 
the  subject.  After  a  large  number  of  elaborate  experiments, 
the  following  are  the  conclusions  to  which  Dr.  Whitridge 
Williams  of  Johns  Hopkins  College,  Baltimore,  has  come  : — ^ 

"  1.  We  agree  with  Krcinig  that  the  vaginal  secretion  of 
pregnant  women  does  not  contain  the  usual  pyogenic  cocci, 
having  found  the  Staphylococcus  epidermiclis  alhus  only  twice 
in  ninety-two  cases,  but  never  the  Streptococcus  pyogenes  or 
the  Staphylococcus  aureus  or  alhus. 

"  2.  The  discrepancy  in  the  results  of  the  various  investigators 
is  due  to  the  technique  by  which  the  secretion  is  obtained. 

"3.  As  the  vagina  does  not  contain  pyogenic  cocci,  auto- 
infection  with  them  is  impossible  ;  and  when  they  ai'e  found 

^American  Journal  of  Obstetrics,  vol.  xxxviii.,  p.  468. 


INTRODUCTORY.  5 

in  the  puerperal  uterus  they  have  been  introduced  from  with- 
out. 

"  4.  The  gonococcus  is  occasionally  found  in  the  vaginal 
secretions,  and  during  the  puerperium  may  extend  from  the 
cervix  into  the  uterus  and  tubes. 

"5.  It  is  possible,  but  not  yet  demonstrated,  that  in  very 
rare  instances  the  vagina  may  contain  bacteria,  which  may 
give  rise  to  saprsemia  and  putrefactive  endometritis  by  auto- 
infection. 

"  6.  Death  from  puerperal  infection  is  always  due  to  infec- 
tion from  without,  and  is  usually  due  to  neglect  of  aseptic 
precaution  on  the  part  of  the  physician  and  nurse. 

"  7.  Puerperal  infection  is  to  be  avoided  by  limiting  vaginal 
examinations  as  much  as  possible  and  cultivating  external 
palpation.  When  vaginal  examinations  are  to  be  made,  the 
external  genitaha  should  be  carefully  cleansed  and  disinfected, 
and  the  hands  rendered  as  aseptic  as  if  for  a  laparotomy. 
Vaginal  douches  are  not  necessary,  and  are  probably  harmful." 

We  may  take  it  that  at  the  onset  of  labour  the  vagina  is 
usually  aseptic.  It  is  bathed  with  mucus  from  the  cervical 
glands,  and  serum  transuded  f'-om  the  vaginal  blood-vessels. 
No  pathogenic  organisms  are  found  in  the  fluid,  but  many 
different  forms  of  bacteria  are  present.  These  bacteria  may 
be  looked  upon  as  scavengers  of  the  passage,  as  they  have  been 
shown  to  possess  the  power  of  destroying,  in  a  short  time,  such 
virulent  organisms  as  strepto-  ami  staphylococci.  They  play  a 
very  important  part  in  preventing  sepsis.  It  is  perfectly  evi- 
dent that  septic  organisms  must  often  be  introduced  into  the 
vagina,  e.g.,  with  every  act  of  coitus,  and,  unless  stringent 
aseptic  precautions  are  taken,  every  time  an  examination  is 
made.  Under  ordinary  conditions  no  harm  results,  as  the 
protecting  bacteria  quickly  deal  with  the  intruders  and  cut 
their  careers  short.  Nature  has  thus  provided  a  means  of 
protecting  women  from  sepsis.     If  it  were  not  so  there  would 
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be  great  risk  of  septic  mischief  travelling  up  into  the  uterus 
at  every  raenstrual  period,  and  thus  gaining  access  to  the 
system  through  the  denuded  surface  of  the  interior. 

Except  with  a  macerated  foetus,  the  uterine  contents  are 
aseptic.  In  the  cervical  canal  there  is  usually  a  plug  of 
mucus,  known  as  the  operculum.  It  has  been  elaborately 
described  as  consisting  of  three  layers.  The  upper  or  uterine 
one  contains  no  bacteria,  and  is  therefore  aseptic.  The  middle 
one  contains  dead  bacteria  and  quantities  of  leucocytes  which 
act  as  phagocytes,  and  it  is  therefore  antiseptic.  The  lower 
layer  next  the  vagina  swarms  with  bacteria  which  in  the  vast 
majority  of  cases  are  non-pathogenic — the  ordinary  vagina] 
l)acteria ;  but  in  cases  where  the  vagina  is  septic  they  will  be 
pathogenic.  Gonococci  are  said  to  be  the  only  organisms 
which  can  force  their  way  through  this  cervical  plug. 

If  we  have  an  aseptic  uterus  and  an  aseptic  vagina  at  the 
onset  of  labour,  and  that  has  been  pretty  conclusively  shown  to 
be  the  case,  our  whole  aim  should  be  to  keep  these  parts  in  that 
condition  during  labour  and  the  puerperium.  Nature  is  able  to 
do  this  under  natural  conditions,  where  absolutely  no  interfer- 
ence takes  place.  Our  whole  aim  must  be  to  assist  Nature  in 
her  own  way,  and  not  try  to  supersede  her  methods  by  our  own. 
The  methods  to  be  adopted  will  be  fully  described  in  subsequent 
chapters,  but  the  whole  may  be  summed  up  in  a  few  words,  viz., 
absolute  cleanliness  and  as  little  interference  as  possible. 


CHAPTEE  II. 

SYMPTOMS  AND  SIGNS  OF  PREGNANCY. 

Suppression  of  Menstruation— Morniug  Sickness — Bladder  Symptoms— 
Ptyalism — Quickening — Foetal  Movements — Indefinite  Symptoms — 
Changes  in  the  Breasts — Changes  in  the  Abdomen — Palpation  of  the 
Abdomen — Height  of  the  Fundus— Ballottement^Changes  in  the 
Vagina  and  Cervix — Auscultation — Foetal  Heart — Funic  Souffle — 
Diagnosis  of  Pregnancy — Pseudocyesis — Duration  of  Pregnancy. 

The  indications  of  pregnancy  may  be  considered  under  two 
headings,  viz.,  subjective  and  objective  indications. 

The  symptoms  or  subjective  indications  are  those  which  the 
patient  experiences  herself,  such  as  suppression  of  menstrua- 
tion, morning  sickness,  quickening,  etc.  You  cannot  observe 
these  indications,  but  must  depend  upon  the  patient's  state- 
ment, and  as  she  may  wilfully  or  unintentionally  deceive  you, 
you  must  have  something  more  definite  to  found  a  diagnosis 
upon. 

The  si(jns  or  objective  indications  can  be  seen,  felt,  or  heard 
by  you,  such  as  enlargement  of  the  abdomen,  the  areolae 
round  the  nipples,  ballottement,  the  movement  of  the  foetal 
parts,  and  the  beating  of  the  foetal  heart.  These  signs  are, 
therefore,  by  far  the  most  valuable  indications,  and,  when 
taken  in  conjunction  with  the  symptoms,  will  enable  you  to 
diagnose  the  condition. 

The  Symptoms  or  Subjective  Indications. 

Suppression  of  Menstruation. — This  is  usually  the  first 
indication  a  woman  has  that  she  is  pregnant.      It  is  known 
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as  physiological  amenorrhoea,  and  is  a  very  constant  symptom  ; 
but  in  a  fair  number  of  cases  menstruation  occurs  a  few  times 
after  impregnation,  and  in  very  rare  cases  it  continues  through- 
out pregnancy.  One  or  two  cases  have  been  recorded  where 
menstruation  only  occurred  during  pregnancy.  On  the  other 
hand,  it  must  be  constantly  borne  in  mind  that  amenorrhoea 
may  arise  from  various  other  causes,  such  as  anaemia,  phthisis, 
nervous  depression,  etc.  The  menopause  may  also  lead  a 
woman  to  suppose  that  she  is  pregnant.  In  some  cases 
pregnancy  has  occurred  before  menstruation  has  been  estab- 
lished, and  in  others  after  the  menopause.  Menstruation  is 
usually  suppressed  during  lactation,  but  this  does  not  always 
prevent  pregnancy.  In  unmarried  women,  who  have  had 
intercourse,  the  dread  of  pregnancy  having  occurred  may 
suppress  the  flow,  for  a  short  time  at  all  events.  As  a  rule, 
when  a  woman  is  in  good  health,  and  has  been  previously 
regular  in  her  periods,  the  sudden  stoppage  indicates  preg- 
nancy,  if  she  has  been  indulging  in  intercourse. 

Morning  Sickness  or  Vomiting  of  Pregnancy. — This  is 
a  pretty  constant  symptom.  It  may  commence  immediately 
after  conception — more  usually  after  the  first  period  has  been 
missed — and  may  last  until  about  mid-term,  but  in  some  cases 
it  lasts  throughout  the  whole  time,  while  in  others  it  may  not 
come  on  until  the  later  months. 

It  usually  occm^s  on  rising  in  the  morning — hence  the  name  ; 
but  it  may  occur  at  any  time  during  the  day.  It  will  be  more 
fully  discussed  as  a  disorder  of  pregnancy.  I  have  one  patient 
who  always  menstruates  for  at  least  three  months  after  con- 
ception, but  is  able  to  recognise  that  she  is  pregnant  from  the 
severe  sickness  which  attacks  her  from  the  very  first. 

Bladder  Symptoms. — In  the  early  months  most  women 
are  troubled  with  frequency  of  mictm-ition,  from  the  enlarging 
uterus  pressing  on  the  bladder.  As  a  rule  this  passes  off  when 
the  uterus  rises  above  the  brim  of  the  pelvis,  but  it  may  recur 
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in  the  later  months.  It  is  not  pecuHar  to  pregnancy,  as  any 
tumour  in  the  pelvis  may  cause  it. 

Ptyalism. — This  is  not  a  very  common  indication,  but  may 
be  very  troublesome.  The  secretion  of  saliva  may  amount  to 
several  pints  per  day. 

Quickening  or  Stirrage. — This  is  the  first  indication  that 
a  woman  has  of  Hfe  in  the  foetus.  It  is  usually  felt  about  the 
sixteenth  week,  but  I  have  known  it  to  occur  as  early  as  the 
tw^elfth  week.  The  movements  first  felt  cause  a  sensation 
much  like  fluttering.  They  become  stronger  as  the  foetus 
grows,  and  in  some  cases  they  are  so  violent  as  to  cause  con- 
siderable discomfort  in  the  later  months  of  pregnancy,  while 
in  others  they  are  scarcely  felt  at  all.  If  the  foetus  dies,  the 
movements  of  course  cease,  but  very  frequently  they  cease  for, 
it  may  be,  days,  and  then  begin  again,  so  that  the  cessation  of 
movements  for  a  day  or  two  cannot  be  taken  as  an  indication 
of  the  death  of  the  foetus.  In  a  thin  woman,  in  the  later 
months,  the  movements  can  easily  be  seen,  provided  there 
is  not  very  much  liquor  amnii  in  the  uterus.  In  most 
cases  you  can  easily  feel  them — a  most  important  sign  of 
pregnancy. 

In  cases  wdiere  menstruation  has  been  in  abeyance  at  the 
time  of  conception,  it  is  important  to  ascertain  the  date  of 
quickening,  as  from  it  an  idea  can  be  gained  when  labour  is 
due.  It  will  only  give  you  an  approximation,  but  taken  in 
conjunction  with  the  size  of  the  uterus  it  will  enable  you  to 
come  within  a  week  or  so  of  the  date. 

Foetal  Movements  are  a  most  important  indication  of  preg- 
nancy if  you  can  feel  or  see  them,  but  you  must  not  place 
much  dependence  upon  statements  made  by  the  patient  her- 
self. She  may  wilfully  mislead  you,  or,  on  the  other  hand, 
she  may  herself  be  misled  by  movement  of  gas  in  the  bowels, 
giving  her  a  similar  sensation,  when  she  is  not  pregnant. 
Women  who  are  the  subjects  of  pseudocyesis  invariably  main- 
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tain  that  they  feel  fcetal  movements,  and  it  is  exceedingly 
difficult  to  convince  them  of  error. 

Indefinite  Symptoms. — Shooting  pains  in  the  breasts,  es- 
pecially in  the  left  breast,  are  often  complained  of.  Sometimes 
cravings  occur  for  unusual  articles  of  diet.  There  may  be 
disturbances  of  the  nervous  system,  such  as  neuralgic  pains, 
restlessness  and  irritability,  insomnia,  etc.  These  indefinite 
indications  may  occur  regularly  during  the  various  pregnancies 
of  a  woman. 

Signs  of  Pregnancy. — As  you  can  observe  these  for  yourself 
by  inspection,  palpation,  or  auscultation,  they  are  the  most 
important  indications. 

Changes  in  the  Breast. — These  are  usually  quite  evident 
by  the  third  month.  The  breasts  increase  in  size,  and  the 
veins  can  be  observed  through  the  skin.  The  nipple  becomes 
much  darker  in  colour,  and  round  about  it  the  areola  deepens 
in  colour  and  increases  in  area.  The  colom*  of  the  areola 
differs  according  to  the  complexion  of  the  patient,  from  a 
pinkish  colour  in  a  fair,  to  dark  brown  or  nearly  black  in 
a  dark,  person.  Surrounding  the  nipple  will  be  seen  a  number 
of  small  papillae — Montgomery's  tubercles — about  the  size  of 
a  spht  pea.  By  squeezing  the  breasts  a  few  drops  of  milk  can 
be  expressed.  As  the  breasts  enlarge  "striae"  are  formed  on 
them,  from  the  deeper  layers  of  the  skin  giving  way. 

Of  the  breast  signs  of  pregnancy,  the  darkening  of  the  areola 
is  the  most  important,  especially  in  a  first  pregnancy.  All  the 
others  may  be  present  without  pregnancy,  or  they  may  be 
wanting  although  pregnancy  exists. 

Changes  in  the  Abdomen. — In  some  cases,  especially  in 
multiparae,  the  abdomen  begins  to  enlarge  after  the  first 
period  is  missed,  but  in  the  majority  there  is  no  enlargement 
imtil  after  the  third  month.  In  fact,  in  many,  the  lower  part 
of  the  abdomen  becomes  flattened,  from  the  increased  weight  of 
the  uterus  causing  sinking  of  that  organ  in  the  pelvis.     B)'  the 
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end  of  the  third  month  the  fundus  is  at  the  brim  of  the  pelvis, 
and  from  that  time  onwards  it  steadily  rises  in  the  abdomen 
and  causes  distention.  Some  women  show  very  little  dis- 
tention, even  at  full  time,  while  others  become  enormously 
stout.  This  depends  upon  the  build  of  the  patient,  the  laxity 
of  the  abdominal  muscles,  and,  of  course,  the  size  of  the  child, 
and  amount  of  liquor  amnii  in  the  uterus.  In  multiple  preg- 
nancies, the  abdomen  will  be  much  lar^rer  than  with  a  single 
child. 

As  the  abdomen  enlarges  and  the  skin  stretches,  the  stria 
gravidarum  begin  to  show  similar  to  those  on  the  breasts,  but 
more  distinct.  The  fresh  ones  are  pinkish  in  colour,  while  the 
older  ones  are  white.  In  some  cases  they  are  very  numerous 
towards  the  end  of  pregnancy,  and  they  can  often  be  seen  on 
the  upper  parts  of  the  thighs.  They  are  not  peculiar  to  preg- 
nancy, as  a  tumour,  or  dropsy,  or  even  adipose  tissue,  will 
cause  them.  In  rare  cases  very  few  are  seen.  They  remain 
afterwards  as  white  streaks,  and  show  distinctly  that  the 
abdomen  has  been  distended  at  some  time,  but  not  necessarily 
by  pregnancy. 

Besides  these  streaks,  you  will  observe  a  general  darkening 
of  the  skin  of  the  abdomen,  especially  in  dark  women,  and  a 
distinct  dark  line,  the  linea  nigra,  extending  down  the  centre 
of  the  abdomen,  from  the  ensiform  cartilage  to  the  top  of  the 
symphysis  pubis.  It  is  usually  most  distinct  at,  and  below,  the 
umbilicus.  This  deposit  of  pigment  is  not  confined  to  the 
abdominal  wall,  but  may  be  seen  on  the  face,  giving  it  a 
blotched  appearance,  and  also  on  the  labia. 

Inspection  of  the  abdomen  during  the  first  three  months 
will  not  usually  reveal  much  enlargement,  and  in  some  cases 
there  will  be  slight  flattening.  From  the  third  month  on- 
wards enlargement  becomes  apparent,  and  progresses  steadilj*" 
until  it  reaches  its  maximum  during  the  ninth  month.  During 
the  last  two  or  three  weeks   of  pregnancy  the  fundus  of  the 
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uterus  sinks  somewhat,  but  this  is  not  very  apparent  to  the 
eye.  The  contour  is  regular  in  outline.  The  umbilicus,  which 
is  at  first  depressed,  gradually  comes  flush  with  the  surface, 
and  during  the  last  two  months  it  usually,  though  not  in- 
variably, projects  somewhat.  If  the  abdominal  muscles  are 
relaxed,  as  in  multiparge,  the  enlarged  uterus  will  tend  to  fall 
forward  and  form  a  pendulous  al^domeu.  With  a  contracted 
pelvis  this  will  be  very  marked,  especially  if  there  is  any 
lordosis.  If  the  abdominal  walls  are  thin,  the  movements  of 
the  foetus  will  be  distinctly  seen. 

Palpation  of  the  Abdomen. — After  the  fundus  has  risen 
above  the  brim  of  the  pelvis,  i.e.,  after  the  fourth  month,  it 
can  be  palpated  through  the  abdominal  wall.  The  patient 
should  be  lying  on  her  back,  with  her  knees  drawn  up.  The 
warm  hand  or  hands  should  be  placed  flat  upon  the  abdomen 
and  firm  pressure  be  made  with  the  fingers.  The  patient's 
attention  should  be  distracted  from  what  is  being  done  by 
engaging  her  in  conversation,  so  that  she  will  relax  her 
abdominal  muscles  as  much  as  possible.  If  the  muscles  are 
kept  tense,  you  may  not  be  able  to  feel  the  uterus  at  all.  The 
uterine  tumour  will  be  felt  somewhat  round  and  smooth.  The 
size  will  of  course  vary  with  the  time  of  pregnancy. 

From  the  sixth  month  onwards,  or  even  somewhat  earlier, 
the  foetal  parts  and  movements  may  be  felt.  If  the  hand  is 
kept  on  the  abdomen  for  a  little  time,  a  distinct  hardening  of 
the  uterus  will  be  felt,  followed  by  a  softening.  This  inter- 
mittent contraction  is  never  felt  in  any  other  tumour  except 
a  soft  fibroid,  so  that  it  is  a  very  valuable  indication  of  preg- 
nancy. The  feeling  of  the  foetal  parts  and  movements  is  a 
positive  indication  of  pregnancy. 

Height  of  the  Fundus  at  Different  Periods. — There  are 
three  points  or  landmarks  at  which  the  fundus  should  be 
felt  at  three  periods  of  pregnancy.  At  the  end  of  the  third 
month  the  fundus  is  just  rising  above  the  brim,  that  is,  it  lies 
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level  with  the  top  of  the  symphysis  pubis  ;  at  the  sixth  month 
it  reaches  the  level  of  the  umbilicus ;  while  at  the  end  of  the 
ninth  month,  it  may  be  felt  at  the  tip  of  the  ensiform  cartilage. 
During  the  last  fortnight  or  so  it  falls  somewhat.  As  the 
rate  of  gi'owth  is  regular,  the  time  of  pregnancy  may  be  fairly 
accurately  judged  by  the  height  of  the  fundus. 

Ballottement, — This  is  a  valuable  sign.  It  may  be  got  by 
external  palpation  of  the  abdomen  with  two  hands,  moving  a 
part  of  the  foetus,  such  as  the  head,  between  them.  The  usual 
method  of  getting  it  is  by  passing  the  fore,  or  fore  and  middle 
fingers  into  the  vagina,  and  placing  their  tips  against  the  anterior 
fornix.  A  sudden  push  upwards  of  the  fingers  will  cause  the 
foetus  to  l)ob  up,  as  it  were,  in  the  liquor  amnii,  and  in  a  few 
seconds  it  will  fall  again  on  the  top  of  the  fingers,  with  a  gentle 
tap.  The  best  position  for  the  patient  to  be  in  is  a  half 
sitting  one.  This  movement  is  best  felt  between  the  fourth 
and  seventh  months,  when  there  is  plentj'  of  room  for  the  foetus 
to  move  about  in  the  liquor  amnii.  It  is  a  very  valuable  sign 
of  pregnancy,  as  there  is  practically  no  other  condition  which 
will  give  it. 

Changes  which  may  be  Observed  in  the  Vagina  and 
Cervix. — From  about  the  third  month  onwards  the  mucous 
membrane  will  be  noticed  to  be  of  a  bluish  colour.  The  labia 
will  also  be  seen  to  have  considerable  pigment  deposited  in 
them,  and  their  veins  will  often  be  noticed  to  be  varicose, 
especially  in  the  later  months.  The  mucous  discharge  from 
the  vagina  will  usually  be  abundant.  These  changes  are  due 
to  the  pressure  of  the  enlarging  uterus. 

A  digital  examination  will  reveal,  in  the  early  months,  that 
the  uterus  is  somewhat  low  in  the  pelvis.  The  cervix  will  feel 
soft.  At  one  time,  shortening  of  the  cervix  was  supposed  to 
occur,  and  to  the  examining  finger  this  may  seem  to  be  the  case, 
but  as  a  matter  of  fact  it  retains  its  full  length  until  about 
the  last  two  weeks  of  the  pregnancy,  when  it  is  taken  up  into 
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the  uterine  cavity,  or  dilates  from  above.  In  the  anterior 
fornix  the  enlarged  body  of  the  uterus  will  be  felt,  and  there 
will  be  very  distinct  arterial  pulsation.  The  lower  uterine 
segment  will  be  felt  to  be  distinctly  softened.  This  is  Hegar's 
sign  of  pregnancy.  The  best  way  to  feel  this  is  by  passing 
the  thumb  into  the  vagina  and  a  finger  into  the  rectum,  and 
then  pressing  the  fundus  downwards  with  the  other  hand  on 
the  abdominal  wall,  so  that  you  can  grasp  the  lower  uterine 
segment  between  the  finger  and  thumb.  The  segment  will 
feel  soft  and  almost  as  if  there  were  no  connection  between 
the  fundus  and  the  cervix.  The  fundus  above  will  feel 
globular.  This  is  a  very  reliable  sign  and  can  be  obtained 
from  the  second  month  onwards.  In  the  later  months  the 
presenting  part  can  usually  be  felt  distinctly,  especially  if  it  be 
the  head.  The  external  os  may  admit  the  tip  of  a  finger, 
especially  in  multiparae.  The  cervical  cavity  will  be  filled 
with  a  plug  of  mucus.  In  many  cases,  towards  the  end  of 
pregnancy,  the  external  os  will  admit  a  finger  or  even  two. 

Auscultation  of  the  Uterus.  —  Certain  sounds  may  be 
heard,  on  Hstening  over  the  uterus.  The  most  audible  is  a 
loud  blowing,  heard  best  at  the  sides  of  the  uterus.  This  is 
the  uterine  souffle  or  bruit,  sometimes  erroneously  called  the 
placental  soufile  or  bruit.  It  is  caused  by  the  blood  rushing 
through  the  cmiing  arteries  of  the  uterus,  and  not  by  the  blood 
in  the  placenta.  You  cannot,  therefore,  diagnose  the  situation 
of  the  placenta  from  the  point  of  maximum  intensity  of  the 
sound.  It  is  heard  also  in  uterine  fibroids,  so  it  is  not  distinc- 
tive of  pregnancy.  In  rate  it  corresponds  with  the  mother's 
pulse.  In  many  cases  the  pulsations  of  the  abdominal  aorta 
can  also  be  distinctly  heard. 

Foetal  Heart  Sounds. — If  the  foetus  is  ahve,  its  heart  can 
be  heard  beating,  from  the  fourth  month  onwards.  At  first  it 
is  a  faint  double  sound,  not  unhke  the  ticking  of  a  watch  heard 
through  a  pillow  or  clothing.     You  must  be  sure  there  is  no 
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watch  in  the  bed,  lest  you  be  misled.  As  the  pregnancy 
advances  the  sound  grows  stronger.  It  beats  at  a  rate  of 
from  120  to  140.  In  listening  to  it,  have  your  finger  on  the 
patient's  wrist  to  feel  her  pulse  at  the  same  time.  If  her 
pulse  should  be  very  quick  you  might  mistake  it  for  the  foetal 
heart,  as  you  hear  it  in  the  abdominal  aorta.  The  foetal  pulse 
should  l)e  much  quicker  than  the  mother's.  The  position  of 
maximum  intensity  varies,  according  to  how  the  foetus  lies  in 
utero.  Near  term  it  is  usually  best  heard  about  two  inches 
below,  and  to  the  left  of,  the  umbilicus,  as  the  foetus  most 
frequently  lies  head  downwai'ds  with  back  towards  the  left  side. 
When  the  head  presents,  it  is  usually  heard  best  below  the 
umbilicus,  and  to  whichever  side  the  back  is  turned.  When 
the  breech  presents,  it  will  be  heard  best  above  the  umbihcus, 
and  in  transverse  cases  below  the  umbilicus,  nearer  the  pubis 
than  in  head  presentations.  As  a  rule,  if  the  foetus  is  alive, 
the  heart  can  be  heard,  but  this  is  not  invariably  the  case  (see 
case  iv.,  p.  59)  ;  a  sudden  change  in  the  rate  will  indicate  danger 
to  the  child.  In  difficult  labours  the  foetal  heart  should  be 
auscultated  from  time  to  time,  and  if  the  rate  is  found  to  have 
increased  greatly,  or  to  have  become  slower  or  intermittent, 
interference  is  called  for  in  the  interests  of  the  child.  If  you 
can  make  out  two  foetal  hearts  beating  at  different  rates  you 
know  you  are  dealing  with  twins,  or  if  you  find  two  points  of 
maximum  intensity  at  different  parts  of  the  abdomen,  although 
there  may  be  no  appreciable  difference  in  the  rates,  it  will 
probably  be  a  case  of  twins.  With  twins,  however,  you  do 
not  always  hear  both  hearts,  as  one  child  may  lie  directly 
behind  the  other. 

Funic  Souffle. — On  hstening  over  the  abdomen  you  will 
occasionally,  but  very  seldom,  hear  a  whizzing  sound,  syn- 
chronous with  the  foetal  heart.  It  is  caused  by  the  blood 
rushing  through  the  cord,  and  can  only  be  heard  when  the 
cord  is  wound  round  the  child. 
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Foetal  movements  can  usually  be  distinctly  heard  and  some- 
times felt  through  the  stethoscope.  In  a  case  of  suspected 
death  of  a  foetus  I  was  able  to  assure  the  patient  that  the 
foetus  was  still  alive,  as  I  both  heard  and  felt  it  move,  although 
I  could  not  make  out  any  foetal  heart. 

Diagnosis  of  Pregnancy.— During  the  early  months  this 
is  very  difficult.  The  following  conditions  will  point  to  it : 
Amenorrhoea,  morning  sickness,  frequent  micturition,  dis- 
comfort in  the  breasts,  increase  in  their  size,  the  presence 
of  a  clear  fluid  in  them,  and  darkening  of  the  areola  in 
pi'imiparae.  The  woman  may  be  able  to  indicate  other 
symptoms,  such  as  cravings  for  unusual  forms  of  food,  etc., 
which  she  has  experienced  in  former  pregnancies. 

On  making  an  examination,  in  some  cases  there  may  be 
some  distension  of  the  abdomen,  but  in  many  it  will  be 
flattened  for  the  first  two  months.  The  vagina  will  be  dusky 
in  colour,  the  cervix  soft  to  the  touch,  and  the  uterus  will  be 
felt  to  be  enlarged  and  slightly  lower  in  the  pelvis  than  usual. 
Distinct  pulsation  will  be  felt  in  the  anterior  fornix,  and  by 
passing  a  finger  into  the  rectum  and  the  thumb  into  the  vagina 
and  grasping  the  lower  uterine  segment  it  will  be  found  to  be 
soft  (Hegar's  sign).  A  bimanual  examination  will  reveal  the 
size  of  the  uterus,  and  this  should  correspond  with  the  supposed 
period  of  gestation.  If  you  are  in  doubt  do  not  give  a  definite 
opinion,  but  wait  for  a  month  or  so,  when  j^ou  will  probably  get 
more  certain  indications. 

From  the  fourth  month  onwards  you  wiU  be  able  to  test 
ballottement  and  to  hear  the  foetal  heart.  By  the  sixth  month 
some  of  the  symptoms,  such  as  morning  sickness,  may  have 
disappeared,  but  others  will  have  become  plainer.  In  addition, 
the  abdomen  will  have  enlarged,  striae  will  be  beginning  to 
form,  and  the  linea  nigra  to  show.  The  fundus  of  the  uterus 
will  be  felt  about  the  umbilicus.  The  patient  will  also  be  able 
to  tell  you  if  she  feels  movements. 
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On  palpating  the  abdomen  the  enlarged  uterus  will  easily  be 
felt,  and,  in  many  cases,  the  foetal  movements.  Intermittent 
contractions  will  be  apparent.  Auscultation  should  reveal  the 
uterine  souffle,  and  if  the  child  is  alive  should  enable  you  to 
perceive  the  sound  of  its  heart.  By  a  vaginal  examination  you 
will  notice  the  bluish  discoloration,  tlie  softening  of  the  cervix 
and  lower  uterine  segment,  the  enlargement  of  the  uterus,  and 
perhaps  you  may  feel  the  head  if  it  is  presenting.  Ballottement 
will  be  easily  got. 

At  the  sixth  month  a  definite  diagnosis  can  usually  be  made, 
as  you  can  then  hear  the  foetal  heart  and  feel  the  foetal  parts, 
both  of  which  indications  are  absolute. 

For  the  first  two  or  three  months  it  is  very  difficult  to 
distinguish  a  pregnant  from  a  subinvoluted  uterus.  With 
subinvolution  the  cervix  is  not  softened  and  amenorrhoea  is  not 
generally  present,  but,  on  the  other  hand,  you  may  have  men- 
struation along  with  early  pregnancy.  One  must  be  guided  a 
good  deal  by  the  history.  It  is  a  safe  rule  never  to  pass  a 
sound  in  an  enlarged  uterus  where  there  is  the  slightest  chance 
of  pregnancy. 

The  diagnosis  between  a  tumour  and  pregnancy  is  not  always 
easy,  and  the  two  not  infrequently  coexist.  With  an  ovarian 
cyst  you  will  get  no  intermittent  contractions,  no  foetal  parts, 
no  foetal  heart  sounds,  and  no  uterine  soufHe.  With  a  soft 
fibroid  you  may  get  intermittent  contractions  and  a  uterine 
soufHe,  but  no  foetal  parts  or  heart  sounds.  With  a  hard 
fibroid  there  will  be  no  contractions,  but  a  uterine  souffie,  and 
of  course  no  foetal  parts  or  heart  sounds.  With  fibroids 
profuse  menstruation  will  be  the  rule. 

Near  full  time  the  diagnosis  of  pregnancy  is  usually  easy. 
The  foetal  parts  should  be  easily  felt,  and,  if  the  child  is  alive, 
the  heart  should  be  easily  heard.  The  presenting  part  can 
generally  be  easily  felt  through  the  vagina. 

Never  venture  an  opinion  without  making  a  thorough  exam- 
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ination,  and  do  not  say  a  woman  is  pregnant  unless  yoa  are 
absolutely  sure  of  your  diagnosis. 

The  following  case  will  illustrate  this  :  A  single  young 
woman  had  run  the  risk  of  conception,  and  although  menstru- 
ation continued,  she  noticed  that  she  was  increasing  in  size. 
After  some  months  of  terrible  anxiety  she  consulted  a  doctor, 
who,  without  examining  her,  said  that  he  had  no  doubt  she 
was  pregnant  and  nearing  full  time.  She  felt  so  distressed  that 
she  contemplated  suicide,  but  her  sister  fortunately  reasoned 
her  out  of  this.  All  preparations  were  made  for  the  birth,  and 
she  went  to  a  nurse's  house  for  the  confinement.  "When  the 
nurse  palpated  the  patient's  abdomen  she  could  make  nothing 
out,  so  asked  me  to  examine  her.  I  found  there  had  been  a 
considerable  deposit  of  fat  and  the  abdomen  was  certainly 
distended,  but  the  uterus  was  a  normal  size.  There  was 
no  indication  of  pregnancy,  and  I  could  hardly  convince  the 
patient  that  there  was  nothing  wrong  with  her. 

In  dealing  with  unmarried  women  one  must  be  exceedingly 
careful.  They  will  sometimes  try  their  uttermost  to  deceive 
you,  often  to  the  extent  of  absolutely  denying  having  had 
connection.  In  one  case,  a  girl,  who  had  not  menstruated  for 
seven  months,  consulted  me  as  to  her  condition.  She  had  all 
the  signs  and  symptoms  of  pregnancy,  and  as  I  distinctly  felt 
foetal  movements,  and  heard  the  foetal  heart,  I  told  her  she 
was  seven  months  pregnant.  I  was  indignantly  told  this  was 
quite  impossible.  Next  day  her  mother  called  on  me,  furious 
that  I  had  dared  to  say  such  a  thing  about  her  daughter.  As 
I  was  absolutely  sure  of  my  diagnosis,  I  advised  her  to  wait  a 
couple  of  months,  and  then  to  come  and  discuss  the  matter 
with  me.  About  two  months  later  I  was  called  to  see  the  girl 
one  night  by  the  indignant  mother,  who  had  been  diUgently 
poulticing  the  daughter's  abdomen  for  cramp  until  a  child  had 
been  expelled,  ruptm'ing  the  perineum  in  its  exit.  The  girl 
had  kept  up  the  farce  to  the  very  end,  and  completely  deceived 
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her  mother,  until  the  arrival  of  the  infant  made  fm'ther  decep- 
tion impossible. 

Pseudocyesis  or  Spurious  Pregnancy.^This  condition 
usually  occurs  in  hysterical  women  who  are  very  desirous  of 
bearing  children,  and  especially  in  women  near  the  meno- 
pause. Menstruation,  as  a  rule,  will  be  entirely  absent,  or 
very  scanty  and  irregular.  The  abdomen  and  breasts  enlarge, 
and  the  patient  will  usually  complain  of  all  the  ordinary 
symptoms,  such  as  morning  sickness,  etc.,  and  will  profess 
to  have  quickened,  and  to  feel  the  movements  regularly.  In  her 
own  mind  she  will  be  firmly  convinced  that  she  is  pregnant. 
She  may  make  all  preparations  for  her  confinement,  and  have 
her  nurse  in  attendance.  In  some  cases,  a  spurious  labour 
will  come  on,  and  the  patient  will  profess  to  feel  the  ordinary 
pains  of  labour,  but  the  result  will  be  even  less  than  that  of 
the  proverbial  travailing  mountain. 

Many  of  these  cases  are  not  correctly  diagnosed  until  the 
patient  supposes  she  is  in  labour,  and  others  again  only  after 
her  supposed  full  time  has  been  passed,  simply  because  no 
examination  has  been  made  by  the  medical  attendant.  When 
a  woman  engages  you  to  attend  her,  you  naturally  believe  her 
statement  that  she  is  pregnant,  and  you  do  not  examine  her 
before  labour,  unless  there  is  some  reason  for  doing  so.  When 
a  case  has  gone  so  far  as  this,  the  denouement  is  certainly 
anything  but  pleasant  for  the  patient  and  friends,  and  they 
are,  unfortunately,  sometimes  inclined  to  blame  their  un- 
offending medical  attendant. 

Diagnosis. — Place  no  dependence  upon  the  woman's  state- 
ments, but  make  a  very  careful  examination.  Percussion  of 
the  abdomen  will  give  a  tympanitic  sound  all  over.  Palpation 
will  usually  be  very  unsatisfactory  unless  chloroform  is  admin- 
istered, as  the  recti  muscles  by  their  rigidity  will  prevent  you 
making  out  that  there  is  no  tumour  present.  Auscultation 
will  not  give  a  foetal  heart  or  a  utei'ine  souffle.      Per  vaginam 
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it  will  be  felt  that  the  cervix  is  not  softened,  nor  the  uterus 
enlarged.  To  make  absolutely  sure,  give  the  patient  an  anaes- 
thetic, and  as  she  comes  under  its  influence  the  abdominal 
tumour  will  largely  disappear,  and  you  can  press  your  hand 
down  until  you  feel  the  spinal  column. 

I  have  seen  a  good  many  cases  of  this  condition.  The 
first  one  was  in  a  nurse  who  had  married  about  the  meno- 
pause. She,  of  course,  had  all  the  symptoms  by  heart.  It 
was  very  difl&cult  to  convince  her  that  her  expectations  were 
doomed  to  be  disappointed.  Among  hospital  cases  I  saw  one 
woman  whom  I  had  delivered  two  years  previously.  She  had 
actually  deceived  herself  into  the  belief  that  she  was  in  labour, 
and  had  sent  for  assistance.  Two  students  saw  her  and  told 
her  that  everything  was  right,  but  as  the  labour  was  only 
beginning  they  would  not  wait.  A  couple  of  days  later  I  was 
asked  to  see  her,  and  found  that  she  was  not  pregnant  at  all. 
The  most  recent  case  I  have  seen  was  in  a  widow  who  had 
unfortunately  been  having  intercourse.  She  was  menstruating 
regularly,  but  assured  me  that  she  felt  strong  movements. 
She  declined  to  accept  my  assurance  that  she  was  not  pregnant, 
and  only  came  to  believe  me  after  her  supposed  full  time  had 
passed. 

The  Duration  of  Pregnancy. — In  the  human  female 
pregnancy  lasts  on  an  average  280  days,  counting  from  the 
first  day  of  her  last  menstrual  period.  Impregnation  generally 
occurs  shortly  after  the  cessation  of  menstruation,  but  this  is 
not  invariably  the  case.  If  it  should  occur  just  prior  to  the 
first  suppressed  period,  your  calculations  may  l)e  wrong  by 
about  a  fortnight.  In  some  women  the  gestation  period  is 
undoubtedly  longer  than  in  others.  While  we  speak  of  preg- 
nancy lasting  for  nine  months,  it  really  lasts  ten  lunar  months 
or  280  days,  i.e.,  ten  menstrual  cycles,  as  menstruation  usually 
occurs  every  twenty-eight  days.  With  some  women  menstru- 
ation occurs  every  twenty-six  days,  and  ten  of  their  cycles  will 
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give  260  days.  In  some  cases  this  will  be  found  to  work  out 
all  right,  but  not  in  all. 

To  find  the  approximate  date  of  confinement,  count  back 
three  months  from  the  first  day  of  the  last  menstruation,  and 
add  on  seven  days.  This  may  not  give  you  the  exact  date,  but 
it  should  be  within  a  few  days  of  it,  provided  impregnation  has 
occurred  shortly  after  menstruation  has  ceased. 

If  menstruation  has  been  in  abeyance  at  the  time  of  con- 
ception, you  must  then  judge  by  the  size  of  the  uterus  and 
the  date  of  quickening  ;  but  this  latter  date  is  a  very  uncertain 
one,  as  quickening  may  be  felt  as  early  as  the  twelfth  week,  or 
not  until  the  eighteenth  or  twentieth  or  even  later,  and  in  rare 
cases  not  at  all. 

Gestation  is  occasionally,-  but  very  seldom,  prolonged  for 
more  than  300  days  from  the  cessation  of  menstruation.  I 
have  seen  a  case  where  305  days  had  elapsed  from  the  cessation 
of  menstruation  until  the  patient  was  delivered.  The  os  in 
this  case  was  completely  occluded  (see  case  i.,  page  237). 


CHAPTEE  III. 

COMPLICATIONS  OF  PREGNANCY. 

Diseases  of  the  Alimentary  System — Inflammation  of  the  Gums — Ptyalism 
— Affections  of  the  Stomach — Pernicious  Vomiting — Constipation — 
Diarrhoea  —  Diseases  of  tiie  Liver  —  Gall  Stones  —  Appendicitis  — 
Haemorrhoids. 

Some  of  the  complications  met  with  are  due  to  the  pregnancy, 
while  others  are  quite  independent  of  the  condition.  In  the 
latter,  the  disease  may  be  adversely  influenced  by  the  preg- 
nancy, or  the  disease  may  have  an  adverse  influence  on  the 
pregnancy,  even  to  the  extent  of  causing  a  premature  termina- 
tion. 

I  shall  shortly  consider  the  more  important  complications, 
taking  them  up  as  far  as  possible  under  the  different  systems. 

Diseases  of  the  Alimentary  System. — The  teeth  are  not 
infrequently  attacked  by  caries.  Toothache,  also,  sometimes 
arises  without  any  apparent  disease  of  the  teeth.  In  the  latter 
condition  the  pain  is  due  to  neuralgia,  and,  even  if  it  does  not 
yield  to  nerve  tonics,  will  probably  subside  in  the  later  months 
of  pregnancy.  While  it  is  not  advisable  to  have  any  prolonged 
dental  operation  during  pregnancy,  there  is  very  little  risk  in 
having  bad  teeth  extracted  under  anaesthesia.  Either  chloro- 
form, ether  or  gas  should  be  administered  to  prevent  shock. 

Inflammation  of  the  Gums  is  sometimes  seen.  The  gums 
become  spongy  and  bleed  easily.  This  may  be  associated  with 
scurvy  from  improper  feeding,  or  with  purpura  haemorrhagica, 
as  in  case  i.,  page  48.  Troublesome  stomatitis  may  also  arise 
and  cause  considerable  disturbance  of  the  digestion. 
(22) 
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Treatment. — Give  astringent  antiseptic  mouth  washes,  and 
proper  diet. 

Ptyalism. — Profuse  salivation  is  a  very  rare  compHcation. 
In  many  thousand  cases  of  pregnancy  I  have  never  met  with 
a  marked  case.  I  have  only  once  seen  it,  and  curiously  enough 
the  case  turned  out  to  be  one  of  pseudocyesis.  The  cause  of 
the  condition  is  probably  a  reflex  irritation  of  the  sympathetic 
nervous  system,  but  beyond  that  one  cannot  be  more  exact. 
It  is  liable  to  recur  in  subsequent  pregnancies.  Astringents 
and  belladonna  are  usually  given.  It  generally  disappears  in 
the  later  months  of  pregnancy. 

Affections  of  the  Stomach. — The  stomach  is  usually  very 
irritable,  and  most  patients  suffer  more  or  less  from  some  form 
of  stomachic  trouble.  Different  forms  of  dyspepsia  are  common. 
Hyperacidity  with  heartburn  and  water-brash  is  often  com- 
plained of,  but  the  most  common  form  of  disturbance  is 
vomiting,  or  what  is  usually  called  morning  sickness.  It  may 
only  be  nausea  with  or  without  actual  vomiting,  or  vomiting 
alone  without  any  great  nausea.  The  patient  may  only  vomit 
her  breakfast  and  retain  all  her  other  meals,  or  she  may  reject 
all  her  food.  The  condition  may  first  manifest  itself  about  the 
time  the  first  menstrual  period  is  suppressed,  but  in  some  cases 
it  begins  immediately  after  impregnation.  Patients  have  occa- 
sionally told  me  they  could  tell  when  they  had  had  fruitful 
intercourse,  as  they  felt  sickness  next  morning.  The  sickness 
usually  ceases  about  the  time  life  is  first  felt,  but  in  some  cases 
it  persists  throughout  the  pregnancy,  while  in  others  it  only 
occurs  during  the  latter  half. 

The  ordinary  morning  sickness  may  be  looked  upon  as 
physiological,  as  it  has  no  bad  effect  beyond  discomfort,  but  we 
occasionally  meet  with  a  case  of  incessant  or  pernicious  vomit- 
ing, which  may  prove  to  be  one  of  the  most  intractable  com- 
plications of  pregnancy  with  which  we  can  possibly  meet. 
Treatment. — In  ordinary  cases  treatment  consists  in  regulating 


^4  CLINICAL  OBSTETRICS. 

the  bowels,  and  giving  easily  digested  foods.  The  medicines 
which  are  most  useful  are  generally  alkalies  combined  with 
sedatives.  My  favourite  drugs  are  oxalate  of  cerium,  10  grs., 
combined  with  bismuth  subnitrate,  15  grs.,  given  in  milk 
about  a  quarter  of  an  hour  before  food.  As  regards  food,  some 
patients  have  cravings  for  articles  of  diet  which  one  would  not 
expect  to  be  I'etained  and  digested.  I  have  known  a  woman  to 
crave  for  gingerbread,  which  she  could  retain  and  digest,  while 
she  rejected  what  one  would  have  considered  much  more  suit- 
able food.  The  craving  should  be  indulged  so  long  as  the 
article  is  a  suitable  one. 

Pernicious  Vomiting. — This  is  an  exceedingly  grave  com- 
plication of  pregnancy.  If  it  cannot  be  relieved  the  patient 
will  become  so  exhausted  that  she  may  die  during  delivery  or 
very  shortly  afterwards. 

The  pathology  of  this  condition  is  not  clear.  Reflex  irrita- 
tion from  distention  of  the  uterus  is  generally  supposed  to  be 
the  chief  cause.  It  is  said  to  be  more  common  with  elderly 
primiparae  and  in  cases  of  overdistention  from  hydramnios  or 
a  multiple  pregnancy,  but  I  have  seen  cases  in  which  none  of 
these  conditions  were  present.  Chronic  gastritis  or  a  gastric 
ulcer  will  predispose  to  an  attack.  Renal  insufficiency  is 
sometimes  present,  especially  in  cases  where  the  vomiting 
begins  in  the  later  months.  I  am  inclined  to  look  upon  the 
condition  as  due  to  toxaemia.  It  is  not  uncommon  to  find 
blood  in  the  vomit,  and  there  may  be  so  much  as  to  amount 
to  severe  haematemesis,  as  in  the  following  case. 

Case  I. — Mrs.  B.,  vii.-para,  set.  twenty-six,  was  sent  into 
hospital  from  the  country  as  a  case  of  pernicious  vomiting  of 
pregnancy.  A  few  days  before  admission  she  had  vomited  a 
very  large  quantity  of  coffee-ground  material.  The  usual  gastric 
sedatives  had  been  tried  without  any  benefit.  The  patient 
was  about  seven  and  a  half  months  pregnant. 

The   bowels    were    very  thoroughly    cleared  out  and  rectal 
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alimentation  adopted.  The  vomiting  never  recurred  after  her 
admission.  She  complained  of  some  pain  in  the  stomach,  but 
beyond  that  she  felt  well  enough,  except  that  she  was  very 
weak. 

As  the  vomiting  had  ceased  I  did  not  induce  labour,  but 
about  twenty-eight  hours  after  admission,  without  any  warning, 
she  expelled  the  contents  of  the  uteinis  en  masse.  The  labour 
was  painless  until  the  mass  was  passing  the  vulva.  The  sac 
was  at  once  ruptured,  but  the  foetus  showed  no  indications  of 
life.     There  was  no  haemorrhage. 

She  was  able  to  retain  nourishment  from  that  time  onwards, 
but  in  spite  of  that,  and  although  she  was  freely  stimulated 
with  brandy  and  champagne,  she  gradually  sank,  and  died  on 
the  third  day.     The  temperature  remained  normal. 

The  post-mortem  examination  revealed  nothing  in  the 
stomach,  except  that  it  was  dilated,  and  had  one  or  two  small 
hsemorrhagic  points  under  the  mucous  membrane.  There 
was  some  slight  erosion  of  the  mucous  membrane  at  the  lower 
end  of  the  oesophagus.  Death  seemed  to  have  resulted  from 
asthenia.     There  was  no  indication  of  sepsis. 

The  result  in  this  case  was  very  disappointing.  There  seemed 
every  chance  of  her  recovering,  as  she  was  able  to  take  and 
retain  large  quantities  of  nourishment  after  the  labour  was 
over.  The  severe  hsematemesis  and  the  pain  in  the  stomach 
led  me  to  expect  to  find  a  gastric  ulcer,  but  there  was  none. 
The  bleeding  may  have  come  from  the  erosion  at  the  lower 
end  of  the  oesophagus,  as  there  was  some  varicosity  of  the  veins 
there,  but  no  definite  lesion  could  be  found  in  any  vessel. 
The  painlessness  of  the  labour  was  a  remarkable  feature. 

Case  II. — Mrs.  P.,  vi.-para,  aet.  thirty,  was  sent  into  hospital 
with  a  history  of  persistent  vomiting  and  gi-eat  pain  in  the 
stomach.  She  was  about  seven  months  pregnant.  The 
vomiting  had  been  very  violent  during  the  first  three  months 
of  the  pregnancy,  and  it  had  then  ceased  for  about  two  months. 
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It  then  began  again,  and  had  been  incessant  for  fourteen  days. 
There  had  then  been  some  relief  for  about  three  weeks,  but 
during  the  last  three  she  had  suffered  greatly  from  severe 
epigastric  pain  and  occasional  rigors.  There  had  been  blood 
in  the  vomit  lately,  and  she  had  passed  very  black  and 
tarry  motions.  There  was  a  fair  amount  of  albumin  in  her 
urine. 

After  admission  the  vomiting  was  not  very  severe,  but  she 
complained  very  much  of  epigastric  pain.  After  a  few  days, 
as  the  case  did  not  seem  to  warrant  any  obstetric  interference 
at  that  time,  we  transferred  her  to  the  Eoyal  Infirmary.  After 
three  days  in  the  Eoyal  Infirmary  vomiting  ceased  entirely, 
and  she  was  well  enough  to  go  home  in  a  fortnight.  The 
albumin  had  disappeared  from  the  urine. 

As  soon  as  she  went  back  to  ordinary  diet  at  home  the 
vomiting  recurred,  and  she  had  a  severe  attack  of  diarrhoea. 
She  returned  to  the  Eoyal  Infirmary  in  a  fortnight,  but  in 
spite  of  treatment,  the  vomiting  persisted,  so  they  sent  her  to 
us  for  induction  of  labour  nine  days  later. 

On  admission  the  patient  was  examined  by  the  resident, 
who  tried  to  introduce  his  finger  through  the  os.  There 
was  no  indication  of  labour  coming  on.  When  I  saw  her  a 
couple  of  hours  later,  I  found  there  was  no  need  of  inducing 
labour,  as  the  os  was  nearly  half  dilated.  The  labour  ended 
naturally  about  five  hours  later.  The  child,  a  female,  was 
alive  and  weighed  7  lb.,  so  it  must  have  been  nearly,  if  not 
quite,  at  full  time.  A  mixture  of  bismuth  and  morphia  was 
given,  and  the  vomiting  ceased  a  few  hours  after  delivery,  and 
she  was  able  to  take  a  fair  amount  of  nourishment  without 
pain.     She  made  a  good  recovery. 

The  melaena,  blood  in  the  vomit,  and  severe  gastric  pain  led 
me  to  suppose  that  there  was  a  gastric  ulcer,  l>ut  of  that  I  am 
not  sure.  The  commencement  of  labour  so  soon  after  the 
examination  was  probably  a  mere  coincidence,  as  I  think  she 
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was  at  full  time.  I  have  more  than  once,  however,  had  labour 
come  on  spontaneously  in  cases  admitted  for  induction,  where 
the  cause  has  evidently  been  excitement,  and  that  may  have 
been  the  case  here. 

In  connection  with  diseases  of  the  blood,  a  case  of  perni- 
cious vomiting  associated  with  purpura  haemorrhagica  will  be 
detailed  (see  p.  48). 

Treatment  of  Pernicious  Vomitinii.  —  The  patient  should 
be  kept  quiet  in  bed,  and  her  bowels  should  be  cleared  out. 
If  food  is  given  by  the  mouth  it  should  be  peptonised,  and  if 
this  is  rejected,  feeding  by  the  mouth  should  be  entirely  sus- 
pended, and  recourse  had  to  rectal  alimentation.  Nutrient 
enemata  of  4  oz.  of  peptonised  milk,  beef-tea  and  liquid 
peptonoids,  etc.,  can  be  given  three  times  daily  or  even  oftener. 
Tlie  rectum  should  be  washed  out  with  simple  warm  water 
once  or  twice  daily  to  allay  irritation.  Nutrient  milk  or  meat 
suppositories  may  be  used  alternately  with  the  enemata.  If 
the  patient  has  much  thirst,  a  pint  of  normal  sahne  solution 
should  be  injected  high  up  into  the  bowel  once  a  day.  If 
there  is  renal  insufficiency,  I  would  give  sahne  injections 
subcutaneously.  For  a  week  or  ten  days  the  patient  should 
have  no  food  by  the  mouth  ;  sips  of  hot  water  may  be 
allowed  her,  but  the  less  she  takes  into  her  stomach  the  better. 
When  this  time  has  elapsed  she  may  be  allowed  peptonised 
food  by  the  mouth. 

As  regards  drugs  which  have  been  recommended,  their  name 
is  legion.  The  most  useful  ones  are  bismuth,  oxalate  of 
cerium,  chloral,  and  the  bromides.  The  bromides  and  chloral 
may  be  given  by  the  rectum.  Small  doses  of  morphia  given 
hypodermically  are  sometimes  useful,  but  at  other  times  only 
increase  the  sickness.  Stimulants  are  often  required,  and  they 
can  be  given  by  the  rectum.  Small  chips  of  ice  soaked  in 
bi'andy  are  sometimes  useful.  The  best  stimulant,  however, 
is  strychnine,  given  hypodermically. 
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Obstetrical  Treatment. — lu  all  cases  of  persistent  vomiting 
a  thorough  examination  should  be  made  j)er  vaginam  before  the 
patient  has  become  exhausted.  If  a  displacement  of  the  uterus 
is  found,  it  should  be  corrected.  If  there  is  any  disease  of 
the  cervix,  or  old  inflammatory  condition,  this  should  be 
treated  at  once.  Painting  the  cervix  with  cocaine,  and  dilat- 
ing it  with  the  finger,  occasionally  does  good,  probably  by 
acting  through  the  nervous  system.  In  fact,  in  some  cases 
where  there  is  a  strong  hysterical  tendency,  the  visit  of  a 
consultant  often  does  good,  if  he  can  impress  upon  the  mind 
of  his  patient  that  the  remedies  he  is  ordering  will  be  sure 
to  relieve  her.  I  have  seen  this  prove  effectual  in  a  hysterical 
case.  If  ordinary  means  fail,  induction  of  an  abortion,  or 
premature  labour,  must  be  resorted  to.  This,  unfortunately, 
often  proves  fatal,  because  the  emptying  of  the  uterus  is,  as 
a  rule,  only  resorted  to  when  the  patient  is  too  much  weakened 
to  stand  the  strain.  It  is  very  difficult  to  say  when  one  should 
resort  to  operation,  but  I  am  firmly  convinced  that  the  tend- 
ency is  to  delay  the  operation  too  long.  I  think  that,  if  after 
a  week  or  ten  days  of  rectal  alimentation,  the  stomach  will  not 
retain  food,  one  would  be  justified  in  emptying  the  uterus.  I 
have  more  than  once  found  the  vomiting  cease  as  soon  as  the 
bougie  was  introduced  into  the  uterus.  The  greatest  care  must 
be  taken  to  stimulate  the  patient  freely  during  the  induction 
and  for  some  time  after  it,  to  counteract  shock  which  may  prove 
fatal  in  such  an  enfeebled  constitution. 

Constipation. — Women  are  unfortunately  very  prone  to 
constipation,  and  in  pregnancy  it  is  very  common.  It  is  often 
accompanied  with  haemorrhoids.  Patients  should  he  warned 
to  keep  then-  bowels  free  by  regulating  their  diet,  and,  if 
necessary,  taking  an  aperient  regularh'.  If  they  do  not  pay 
attention  to  this,  the  waste  products  of  tissue  metabolism  will 
accumulate  in  the  system,  and  the  kidneys,  in  their  endeavours 
to  rid  the  system  of  these  waste  products,  may  have  a  greater 
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Strain  thrown  ou  them  than  they  can  bear.  The  result  will  be 
that  albumin  appears  in  the  urine,  and  the  excretion  lessens, 
until  finally,  if  relief  is  not  obtained,  the  nerve  centres  are 
poisoned  and  eclampsia  results.  The  liver,  too,  is  involved, 
but  the  role  it  plays  I  am  not  prepared  to  state.  I  firmly 
believe  that  if  the  organs  of  excretion  are  kept  up  to  the  mark 
there  will  be  no  fear  of  eclampsia. 

Treatment. — As  a  rule,  active  purges  are  not  necessary, 
unless  there  is  a  threatening  of  eclampsia.  In  ordinary  cases, 
a  tumblerful  of  hot  water,  with  or  without  a  small  amount 
of  saline,  the  first  thing  in  the  morning,  is  sometimes  sufficient 
to  cause  an  evacuation  of  the  bowels,  and  it  also  helps  to 
flush  the  kidneys.  Cascara  sagrada  alone,  or  combined  with 
strychnine,  belladonna  and  aloin,  is  a  very  good  remedy  for 
constant  use. 

Diarrhoea. — Diarrhoea  is  not  so  frequently  met  with  as 
constipation.  It  may  be  caused  by  pressure  irritating  the 
bowel. 

Treatment. — The  ordinary  astringent  medicines  will  usually 
check  it,  but,  if  it  is  nervous  in  origin,  nerve  tonics  may  be 
requu'ed.  If  there  is  feverishness  accompanying  it,  one  must 
not  forget  that  it  may  possibly  be  caused  by  enteric  fever. 

Diseases  of  the  Liver. — Catarrhal  jaundice  is  occasionally 
seen.  The  patient  may  have  been  subject  to  attacks  before  she 
became  pregnant.  Eegulating  the  diet  and  giving  the  patient  a 
few  doses  of  calomel,  followed  by  a  saline  draught,  will  quickly 
correct  the  condition. 

A  very  much  more  serious  condition,  however,  occasionally 
arises,  viz.,  acute  yellovr  atrophy  of  the  liver.  This  condition 
is  not  peculiar  to  pregnancy,  but  a  large  proportion  of  the 
recorded  cases  have  been  in  pregnant  women.  The  liver  sub- 
stance becomes  acutely  degenerated  and  practically  destroyed. 
In  many  cases  it  shrinks  to  about  half  its  size  and  may  only  be 
about  half  the  ordinary  weight.      The   iauiuiice  is  intense,  and 
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the  urizie  contains  leucin  and  tyrosin.  The  cause  of  the  con- 
dition must  be  an  acute  poisoning.  In  several  of  my  cases  of 
eclampsia  I  have  found  a  condition  in  the  liver  which  closely 
resembled  the  early  stage  of  acute  atrophy. 

The  prognosis  in  such  a  case  is  hopeless. 

Treatment. — Stimulate  the  patient  freely  and  give  purges. 
Saline  transfusion  might  be  of  some  use. 

Gall  Stones. — I  have  never  yet  met  with  a  case  of  gall 
stones  during  pregnancy,  but  they  must  occasionally  occur. 

Treatment. — If  opiates  fail  to  relieve  the  suffering  surgical 
interference  will  be  caUed  for.  The  operation  may  cause  an 
abortion  or  premature  labour,  but  the  chances  are  that  it  will 
not  affect  the  pregnancy. 

Appendicitis. — This  condition  occasionally  arises  during 
pregnancy.  If  there  is  any  indication  of  suppuration  an  opera- 
tion should  be  done  at  once. 

Haemorrhoids. — These  are  very  common  in  pregnancy,  and 
are  sometimes  very  painful.  The  pressure  from  the  uterus 
aggi-avates  the  condition.  Palliative  treatment,  with  sedative 
ointments  and  suppositories,  and  keeping  the  bowels  free,  is  all 
that  one  can  do,  as  an  operation  is  not  advisable.  They  usually 
improve  rapidly  after  dehvery. 


CHAPTEE  IV. 

COMPLICATIONS  OF  PREGNANCY  {Continued). 

Affections  of  the  Kidnej^s — Nephritis— Anomalies  of  the  Uriue  in  Preg 
nancy  —  Polyuria  —  Glycosuria-  Diabetes  Mellitus  —  Hematuria  — 
Acetonuria  —  Peptonuria  —  Pyuria  —  Leucin  and  Tyrosin  —  Renal 
Calculus— RenalTumours — Floating  Kidney — Cystic  Disease — Hydro- 
nephrosis —  Pyo-nephrosis  —  Bladder  Complications  —  Incontinence 
and  Retention  of  Urine— Vesico- Vaginal  Fistula — Vesical  Calculi- 
Cystitis. 

Affections  of  the  Kidneys. 

In  pregnancy  the  kidneys  are  often  affected,  giving  rise  to 
what  is  known  as  the  kidney  of  prcijuancy.  The  condition 
can  hardly  be  looked  upon  as  one  of  acute  or  chronic  inflam- 
mation. The  kidney  substance  may  be  slightly  enlarged 
and  somewhat  angemic,  with  some  fatty  infiltration  of  the 
epithelial  cells.  Albumin  is  found  in  the  ui'ine,  and  often 
fatty  and  hyaline  casts.  There  may  be  considerable  dropsy. 
Eenal  insufficiency  may  supervene,  and  in  such  a  case  there 
is  great  risk  of  eclampsia  if  free  excretion  is  not  quickly 
re-established.  The  kidney  condition  clears  up  very  quickly 
after  delivery. 

Nephritis. — Acute  or  chronic  nephritis  may  be  present 
during  pregnancy.  You  have  the  usual  indications.  The 
condition  will  not  clear  up  immediately  after  delivery.  The 
albumin  may  lessen,  but  at  least  a  trace  of  it  will  remain  for 
a  considerable  time.  Premature  expulsion  of  the  uterine 
contents  is  liable  to  occur,  with  or  without  convulsions.  It  is 
(31) 


32  CLINICAL  OBSTETRICS. 

very  difficult  to  distinguish  the  kidney  of  pregnancy  from 
nephritis.  In  the  latter  the  history  of  the  patient  previous  to 
impregnation  may  give  you  the  clue,  and  if  the  albumin  does 
not  clear  up  within  a  very  few  days  after  dehvery  you  may 
definitely  decide  that  the  case  is  one  of  nephritis. 

The  following  two  cases  may  be  taken  as  typical  of  the 
kidney  of  pregnancy. 

Case  I. — Mrs.  C,  i.-para,  yet.  thirty-seven,  was  seen  by  me 
when  seven  and  a  half  months  pregnant,  as  she  complained  of 
headache  which  had  been  persistent  for  a  day  or  two.  I  found 
oedema  of  the  legs,  body  and  face,  and  the  urine,  on  boiling, 
became  solid  with  albumin.  I  at  once  ordered  her  to  l:)ed, 
gave  her  a  large  dose  of  salts,  and  put  her  on  milk  diet,  with 
imperial  drink  and  a  diuretic  mixture  of  acetate  and  citrate 
of  potash.  In  a  few  days  the  albumin  lessened  very  markedly 
and  very  free  excretion  was  established.  She  continued  the 
diuretic  and  milk  diet,  and  took  a  saline  purge  every  morning, 
until  labour  came  on.  Once  or  twice  I  discovered  a  consider- 
able amount  of  albumin  in  the  urine  after  she  had  surreptitiously 
indulged  in  meat  diet.  The  labour  was  uneventful  and  the 
albumin  quickly  disappeared  from  the  urine. 

I  was  very  apprehensive  that  this  patient  would  take  fits 
before  there  was  time  to  estabhsh  free  dim-esis,  but  she 
fortunately  escaped.  I  doubt  the  possibility  of  this,  had  treat- 
ment been  delayed  a  day  or  two. 

Case  II. — A  primipara,  single,  set.  twenty-four,  eight  months 
pregnant,  complained  of  vertigo,  transient  loss  of  vision,  and 
headache.  There  was  marked  oedema  of  the  legs  and  face.  The 
urine  was  found  to  be  heavily  loaded  with  albumin.  She  was 
put  upon  a  diuretic  mixture  and  ordered  to  take  milk  diet  and 
a  sahne  purge  each  morning.  As  she  was  living  in  a  "  Home  " 
she  was  not  admitted  to  the  hospital,  but  came  back  when 
labour  had  commenced.  She  disregarded  the  instructions 
which  had  been  given  her,  and  when  she  returned  in  labour 
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all  her  symptoms  we're  found  to  be  aggravated.  Two  pints  of 
saline  (1  dr.  each  of  acetate  and  chloride  of  sodium  to  the  pint) 
were  infused  under  the  breast,  and  she  was  put  on  a  diuretic 
after  delivery.  The  labour  ended  naturally.  The  albumin 
disappeared  from  the  urine  a  few  days  after  delivery.  It  was 
a  wonder  that  she  did  not  take  fits  during  labour. 

The  treatment  of  albuminuria,  whether  it  be  due  to  the 
kidney  of  pregnancy  or  to  nephritis,  is  the  same,  viz.,  free 
purgation,  the  administration  of  diuretics,  and  a  strict  milk 
diet.  In  cases  of  nephritis,  where  the  condition  is  known  to 
lie  present  before  impregnation,  an  abortion  or  premature 
labour  may  have  to  be  induced.  In  such  cases  one  should 
not  wait  too  long,  but  should  empty  the  uterus  before  any 
urgent  indications  arise. 

The  subject  will  be  dealt  with  more  fully  when  treating  of 
eclampsia. 


Anomalies  op  the  Ueine  in  Pregnancy. 

Polyuria  is  occasionally  seen,  and  it  may  reach  an  astonish- 
ing degree.  It  is  practically  a  condition  of  diabetes  insipidus. 
Tiie  specific  gravity  of  the  urine  is  very  low,  but  there  is  neither 
albumin  nor  sugar  present.  The  patient  experiences  great 
thirst.     After  delivery  the  condition  is  relieved. 

Treatment. — Except  for  the  thirst  the  patient  does  not  suffer, 
so  no  treatment  is  required.  It  would  probably  be  unwise  to 
attempt  to  diminish  the  excretion. 

Glycosuria. — Sugar  is  sometimes  found  in  the  urine.  Some 
observers  say  that  it  is  present  in  50  per  cent,  of  the  cases  of 
pregnancy,  but  this  is  an  absurd  exaggeration.  During  lac- 
tation, sugar,  in  the  form  of  lactose,  is  constantly  found  in  the 
urine.  This  comes  from  absorption  from  the  breasts,  l)ut  it  is 
of  no  consequence. 

True  Diabetes  Mellitus  may  arise  during  pregnane}  and 
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disappear  after  delivery,  but  it  may  exist  before  impregnation. 
Its  symptoms  are  liable  to  be  aggravated  by  the  pregnancy. 

Prognosis. — It  is  a  serious  condition  for  both  mother  and 
foetus.  In  a  large  number  of  cases  the  fcEtus  dies,  and  the 
woman  frequently  dies  shortly  after  delivery. 

Treatment. — The  treatment  should  be  the  same  as  in  a 
non-pregnant  case. 

Haematuria. — Blood  in  the  urine  may  come  from  the  bladder 
or  the  kidneys.  From  the  bladder  it  may  be  due  to  acute 
cystitis,  a  vesical  tumour,  a  stone  or  vesical  haemorrhoids.  In 
cases  of  eclampsia  it  is  very  frequently  seen,  and  it  does  not 
necessarily  mean  that  there  is  acute  nephritis,  as  both  the 
blood  and  albumin  disappear  from  the  urine  very  shortly  after 
delivery. 

Treatment. — If  it  is  from  the  bladder,  the  cause  must  be 
removed.  If  it  is  from  the  kidneys,  the  treatment  is  the  same 
as  for  eclampsia. 

Acetonuria. — x\cetone  will  be  found  in  the  m-ine  when  the 
foetus  is  dead  and  macerated.  It  is  a  product  of  maceration. 
It  disappears  quickly  after  delivery. 

Peptonuria. — This  is  sometimes  found  during  pregnancy, 
but  more  commonly  during  the  puerperium.  In  the  latter 
condition  it  is  a  product  of  involution  of  the  uterus. 

Neither  of  these  conditions  requires  any  special  treatment. 

Pyuria, — Pus  may  arise  from  the  bladder  or  the  kidneys. 
This  subject  will  be  further  dealt  with  when  treating  of  cystitis 
and  pyo-nephrosis. 

Leucin  and  Tyrosin  have  already  been  mentioned  as 
occurring  in  connection  with  acute  yellow  atrophy  of  the 
hver. 

Renal  Calculus. — During  pregnancy  the  presence  of  a  renal 
calculus  may  give  rise  to  a  considerable  amount  of  suffering, 
and  one  may  very  easily  be  puzzled  to  account  for  the  severe 
pain.      When  severe  abdominal  pain  occurs  during  pregnancy. 
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w&  naturally  look  for  the  source  of  the  pain  in  the  uterus,  but 
it  must  not  be  forgotten  that  it  may  be  in  another  organ  alto- 
gether.    The  following  cases  will  illustrate  this. 

Case  I. — A  primipara  when  about  six  months  pregnant  was 
seized  with  paroxysmal  pains  in  the  right  side  of  the  abdomen. 
She  was  of  a  highly  nervous,  hysterical  nature,  and  it  was  difti- 
cult  to  decide  whether  or  not  the  pain  was  as  excessive  as  she 
made  out.  She  had  never  had  attacks  before.  An  examination 
revealed  that  the  uterus  was  quiescent.  The  pulse  and  tem- 
perature were  normal.  The  bowels  were  all  right,  and  the  urine 
had  no  blood  in  it.  Large  doses  of  morphia  relieved  the  pain. 
She  had  one  or  two  more  seizures,  but  went  to  full  time. 
Some  time  after  delivery  she  brought  me  a  phosphatic  calculus 
which  she  had  passed,  and  the  mystery  of  the  attacks  of  pain 
was  solved.  I  must  confess  that  I  had  not  thought  of  a  renal 
calculus  at  the  time,  as  the  urine  seemed  normal.  At  her  next 
pregnancy  the  same  occurred,  and  I  of  course  knew  what  was 
wrong,  and  told  her  to  be  on  the  watch.  She  again  passed  a 
calculus  some  time  after  delivery. 

Ca.se  II.  A  Benal  Calculus  ivitJi  Pyo-neplirosis. — About  the 
sixth  month  of  her  fifth  pregnancy  a  patient  was  seized  with 
severe  pain  in  her  right  side.  When  I  saw  her  she  was  having  a 
very  violent  rigor.  Her  temperature  was  105'  F.  and  her  pulse 
very  rapid.  Her  urine  showed  a  considerable  amount  of  pus. 
As  I  had  recently  seen  the  case  of  renal  calculus  just  narrated, 
I  at  once  thought  this  might  be  a  similar  one,  accompanied  by 
suppuration.  The  following  history  was  obtained.  In  her  early 
childhood  she  had  passed  blood  in  her  urine  for  some  time,  off 
and  on,  until  she  was  nine  years  old  ;  after  that  she  had  had 
repeated  attacks  of  gravel,  and  was  twice  in  the  Royal  Infirmary 
at  the  ages  of  thirteen  and  seventeen  for  treatment.  When 
pregnant  with  her  second  child,  she  had  been  seized  about  mid- 
term with  very  violent  pain  in  the  right  side.  Some  time  after 
delivery  she  had  passed  a  "  bramble"  stone  about  the  size  of 
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a  beau.  She  described  it  as  covered  with  spines.  Dming 
her  third  and  fourth  pregnancies  she  had  had  similar  attacks 
of  pain,  but  had  not  passed  any  more  stones.  I  attended  her 
at  her  fourth  confinement,  but  was  not  told  anything  about 
the  painful  attack.  The  labour  was  very  quick,  although  the 
child  weighed  11  lb.  From  this  history  I  concluded  that  she 
had  a  calculus  and  that  suppuration  was  taking  place.  Palpa- 
tion of  the  kidney  w'as  impossible  on  account  of  the  pregnancy. 
Pressure  over  it  caused  great  pain.  After  the  rigor  passed  off 
the  acute  pain  lessened.  I  gave  her  quinine  and  Dover's 
powder,  and  the  temperature  soon  fell.  A  few  weeks  later  she 
had  another  attack  of  pain  but  no  rigor.  She  went  to  full  time, 
and  gave  birth  to  another  11  lb.  child  after  a  very  quick  labour. 
The  kidney  could  now  be  easily  palpated  through  the  relaxed 
abdominal  wall.  It  was  very  much  enlarged,  and  seemed 
fluctuant  to  the  feel.  A  few  hours  after  labour  the  patient 
had  a  severe  rigor  and  the  temperature  rose  to  103°  F.  She 
was  again  put  on  quinine  and  Dover's  powder.  She  had  a 
second  rigor  a  few  hours  later.  The  temperature  fell  to  normal 
on  the  third  day  of  the  puerperium,  but  on  the  fourth  day  it 
rose  to  103°  F.,  and  she  had  a  violent  rigor.  Her  pulse  was  so 
weak  that  I  gave  her  ^V  8^'-  ^^  strychnine  hypodermically. 
There  was  no  infection  of  the  uterus,  and  the  urine  had  not 
shown  any  amount  of  pus.  I  now  determined  to  drain  the 
kidney.  I  had  purposely  delayed  this  until  the  early  days  of 
the  puerperium  should  be  over.  To  delay  longer  seemed  likely 
to  end  in  disaster.  On  the  morning  of  the  fifth  day  Dr.  Dalziel 
saw  the  patient  with  me  and  confirmed  my  diagnosis.  Her 
temperature  was  again  normal.  I  passed  a  catheter  and  emptied 
the  bladder  of  about  a  pint  of  pus.  I  could  not  feel  any 
calculus  in  the  bladder.  We  concluded  that  either  the  mani- 
pulations or  the  rigor  had  dislodged  the  calculus  from  the 
opening  of  the  ureter,  or  else  that  the  calculus  had  passed 
down.      At  all  events  the  abscess  had  partially  emptied  itself, 
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SO  we  decided  to  delay  operating  on  the  kidney  until  she  had 
regained  strength.  From  that  time  onwards  she  improved 
steadily.  The  pus  very  soon  disappeared  from  the  urine  and 
the  kidney  swelling  lessened.  Two  months  later  I  was  anxious 
to  have  the  kidney  explored,  but,  as  she  felt  quite  well,  she 
declined  the  operation.  The  calculus  was  never  seen,  and  it 
may  still  be  in  the  kidney,  lying  quiescent  until  she  again 
becomes  pregnant.^ 

An  exploration  of  this  kidney  would  have  definitely  settled 
the  question,  but  I  think  there  can  be  Uttle  doubt  that  the 
diagnosis  was  correct. 

The  presence  of  renal  calculi  is  said  to  predispose  to  abortion, 
but  this  has  not  been  the  case  in  any  one  of  the  six  pregnancies 
of  these  two  cases. 

Treat77ient. — If  the  pain  is  not  too  severe,  and  the  attacks 
are  not  frequent,  you  may  temporise  l^y  giving  morphia.  If 
pus  is  present  I  think  an  operation  should  be  done.  In  case 
ii.  I  think  I  erred  in  not  insisting  on  this,  but  the  patient 
was  averse  to  it  until  after  delivery.  Unless  there  is  urgency, 
the  operation  should  be  delayed  until  at  least  the  second  week 
of  the  puerperium. 

Renal  tumours  are  exceedingly  rare,  but  when  they  do  occur 
they  must  be  treated  surgically,  if  necessary,  irrespective  of  the 
pregnancy. 

Floating  Kidney. — The  right  kidney  seems  to  l)e  the  one 
most  frequently  affected.  It  will  not  give  rise  to  any  trouble 
unless  torsion  occur,  or  pressure  upon  it  causes  renal  insuffici- 
ency. In  rare  cases  the  kidney  has  been  found  congenitally 
displaced,  so  that  it  lay  at  the  brim  of  the  pelvis.  In  such 
a  case  it  would  obstruct  labour.  In  the  curious  cases  of  horse- 
shoe kidney,  or  the  union  of  the  two  kidneys,  it  has  been  found 
at  the  brim  of  the  pelvis,  and  in  such  a  case  it  would  prove 
a  very  serious  obstruction  to  labour. 

^  This  patient  has  passed  through  a  sixtli  pregnancy  witliout  any 
roual  paiu.     She  was  delivered  on  15th  October,  1902.— R.  J. 
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Cystic  Disease  of  the  kidneys  is  soinetimes  found.  If  this 
is  very  marked,  fatal  eclampsia  is  likely  to  occur,  if  there  is 
not  sufficient  renal  substance  left  to  carry  on  the  work  of 
excretion. 

Hydro-nephrosis. — This  condition  may  occur  from  pressure 
of  a  displaced  uterus  on  the  ureter.  It  might  also  occur 
if  a  renal  calculus  were  to  block  the  ureter.  The  uterus  should 
he  replaced  to  relieve  the  pressure. 

Pyo-nephrosis  has  already  been  referred  to  in  case  ii.,  page 
35.  This  condition  was  also  present  in  the  case  of  purpura 
hiemorrhagica,  page  51.  An  abscess  behind  the  kidney,  but  not 
involving  its  substance,  is  also  recorded  on  page  485. 

An  abscess  in  the  kidney  or  behind  it  should  be  treated  in 
tlie  ordinary  way,  by  incision  and  drainage. 

Bladder  Complications. — ^Irritability  of  the  bladder  is  very 
common,  esj)ecially  in  the  earlier  and  later  months  of  preg- 
nancy. Micturition  is  very  frequent,  and  causes  considerable 
annoyance.  Very  nervous  women  are  specially  liable  to  it. 
It  is  caused  by  pressure  upon  the  bladder. 

Treatment. — As  a  rule  no  treatment  is  necessary,  but  nerve 
sedatives,  such  as  bromide  and  belladonna,  or  hyoscyamus,  may 
be  given  if  required. 

Incontinence  and  Retention  of  Urine. — ^True  incontinence 
is  occasionally  seen  during  pregnancy,  but  in  the  vast  majority 
of  cases  where  there  is  a  constant  dribbling  of  urine,  it  is  not 
due  to  incontinence,  but  to  the  vei-y  opposite  condition,  viz., 
retention.  The  supposed  incontinence  is  merely  an  overflow 
from  an  overdistended  bladder.  This  condition  arises  in  the 
third  and  fourth  months  of  pregnancy,  and  is  caused  l)y  a  back- 
ward displacement  of  the  uterus.  A  retro-displaced  pregnant 
uterus  will  not  at  first  cause  retention  of  urine,  l)ut  during 
the  third  month  it  will  have  increased  in  size,  sufficiently  to 
press  the  cervix  against  the  neck  of  the  bladder,  and  pi-event 
the  emptying  of  that  organ.     The  bladder  will  soon  become 
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distended,  and,  if  an  overflow  does  not  begin,  rupture  will 
inevitably  occur.  This  has  happened  ;  but  fortunately,  in  the 
great  majority  of  cases,  dribbling  of  urine  begins  and  the  bladder 
is  saved.  When  the  constant  dribbling  begins  the  patient 
naturally  supposes  that  she  is  passing  plenty  of  urine,  and 
will  be  sure  to  make  that  assertion.  A  careless  attendant 
may  be  misled  on  hearing  such  a  statement,  and  imagine 
the  case  is  one  of  incontinence.  It  is  really  surprising  how 
often  this  mistake  is  made.  In  every  case  of  dribbling  of 
urine,  especially  in  the  early  months  of  pregnancy,  it  should 
be  constantly  borne  in  mind  that  it  is  far  more  likely  to  be  a 
case  of  retention  than  of  incontinence. 

Diagnosis. — If  it  is  incontinence  the  bladder  will  be  empty, 
and  if  it  is  retention  it  will  be  full.  A  full  bladder  can  be 
diagnosed  by  abdominal  palpation  or  by  passing  a  catheter. 

Treatment. — Incontinence  should  be  treated  by  rest  and 
tonics.     Nux  vomica  will  strengthen  the  sphincter. 

Retention.  —  The  first  thing  is  to  relieve  the  bladder  by 
passing  a  catheter.  This  must  be  done  with  the  strictest 
aseptic  precautions  to  prevent  cystitis.  If  the  bladder  is  very 
much  distended  care  must  be  taken  not  to  empty  it  completely, 
or  serious  haemorrhage  may  occur.  If  the  urine  is  septic  it 
should  all  be  drawn  off,  but  some  boracic  solution  should  be 
injected.  The  subsequent  treatment  of  the  case  will  be  fully 
dealt  with  under  the  heading  of  retro-displacement  of  the  gravid 
uterus.  When  the  uterus  is  replaced  there  will  be  no  further 
difficulty  of  micturition. 

Vesico- Vaginal  Fistula, — A  fistula  may  be  present  and  it 
would  give  rise  to  constant  dribbling  of  urine.  Its  cause, 
diagnosis,  and  treatment,  will  be  fully  dealt  with  under  bladder 
complications  of  the  puerperium. 

Vesical  Calculi. — These  are  occasionally  found  in  pregnant 
women.  The  signs  and  symptoms  are  the  same  as  in  the  non- 
pregnant, only  they  may  be  aggravated  by  the  pregnancy. 
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Treatment. — They  should  be  removed  through  the  urethra 
or  by  vaginal  lithotomy,  before  labour  comes  on.  A  fairly 
large  stone  would  cause  considerable  obstruction  during  labour, 
and  a  vesico-vaginal  fistula  would  probably  result.  If  the 
diagnosis  were  made  early  in  pregnancy,  it  would  be  advisable, 
if  possible,  to  delay  the  operation  until  after  the  seventh 
month,  so  that  if  labour  came  on  as  a  result  of  the  operation 
there  would  be  a  good  chance  of  the  child  sm-viving. 

Cystitis. — This  condition  is  much  more  common  during  the 
puerperium,  but  may  arise  during  pregnancy.  It  may  be  due 
to  gonorrhcea. 

The  usual  signs  and  symptoms  of  cystitis  are  present,  viz., 
frequency  of,  and  painful  micturition.  The  urine  will  usually 
contain  more  or  less  pus,  and  it  may  be  very  septic,  as  in  case 
ii.,  page  85. 

Treatment. — Alkalies  combined  with  hyoscyamus,  bella- 
donna and  buchu.  In  septic  cases  boracic  acid  internally  is 
very  useful.  Urotropin  is  also  useful  in  these  cases.  The 
bladder  should  be  washed  out  at  least  once  a  day  with  boracic 
solution.  The  patient  should  be  given  barley  water  and  other 
diluent  drinks  freely.  If  there  is  much  pain  morphia  should 
be  given.  In  a  chronic  case  like  the  following  the  bladder  may 
become  very  much  contracted. 

Case. — The  patient,  a  multipara,  was  fully  eight  months 
pregnant  when  admitted  to  the  hospital.  During  the  whole  of 
the  pregnancy  she  had  suffered  from  frequent  micturition  with 
severe  pain.  She  said  that  for  weeks  she  had  scarcely  slept  at 
all.  The  urine  seemed  quite  normal  to  the  naked  eye,  but  con- 
tained a  very  faint  trace  of  albumin.  She  had  been  under 
treatment  all  the  time,  taking  alkalies,  buchu  and  hyoscyamus, 
and  also  urotropin,  but  had  got  no  relief.  The  bladder  had 
not  been  washed  out. 

When  we  attempted  to  wash  it  out  we  found  that  at  first  it 
would  not  admit  more  than  an  ounce  of  boracic  lotion,    and 
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would  contract  on  that  and  force  it  back  into  the  raised  funnel. 
The  bladder  was  washed  out  twice  daily,  and  the  patient  was 
given  morphia  for  the  pain.  After  a  few  days,  more  fluid 
could  be  got  into  the  bladder,  and  the  patient  felt  much  more 
comfortable.  Labour  came  on  about  a  week  later  and  a 
premature  live  child  was  born.  The  bladder  then  quickly 
increased  in  size,  and  by  the  time  the  patient  left  the  hospital 
it  would  hold  from  6  to  8  oz.,  and  she  could  retain  her  urine 
comfortably  for  several  hours.  The  cause  of  the  cystitis  we 
could  not  definitely  ascertain.  There  was  no  indication  of 
gonorrhoea. 


CHAPTER  V. 

COMPLICATIONS  OF  PREGNANCY  (Continued). 

Diseases  of  the  Blood — Anaemia — Pernicious  Antemia — Scurvy— Purpura 
Haemorrhagica — Hcemophilia — Diseases  of  the  Cardie- vascular  System 
— Varicose  Veins — Phlegmasia  Alba  Dolens— Thrombosis — Aneurism 
— Heart  Disease. 

Diseases  of  the  Blood. 

At  one  time  a  condition  of  plethora  was  believed  to  exist  in 
pregnancy,  and  as  a  consequence  lowering  remedies  and  often 
bleeding  were  frequently  resorted  to.  For  the  last  twenty 
years  or  so  an  entirely  opposite  opinion  has  been  held.  Care- 
ful analyses  of  the  blood  have  shown  that  a  very  different  con- 
dition from  plethora  exists.  The  total  amount  of  blood  is 
increased  to  supply  the  enlarged  vascular  arrangements  of  the 
uterus.  The  increase  is  in  the  watery  elements,  i.e.,  there  is 
a  condition  of  hydraemia.  The  red  corpuscles  are  materially 
diminished,  the  albumin  in  the  serum  lessened,  but  the  fibrin 
and  extractive  matter  increased.  The  increase  of  fibrin  ex- 
plains why  thrombosis  is  so  liable  to  occur  during  pregnancy. 
The  condition  is  thus  seen  to  be  one  more  nearly  approaching 
that  of  ansemia  than  of  plethora.  It  is  not  exactly  a  condition 
of  anaemia,  however,  as  although  there  is  a  diminution  of 
haemoglobin  this  is  not  from  impoverishment  of  the  individual 
cells,  l)ut  simply  from  dilution  by  the  increase  of  the  watery 
element  of  the  blood.  The  leucocytes  are  considerably  in- 
creased in  number.  During  the  first  nine  or  ten  days  after 
(42) 
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delivery,  the  red  corpuscles  increase  in  number,  and  the  haemo- 
globin in  quantity,  while  the  leucocytes  diminish  in  number. 

Anaemia. — While  true  anaemia  is  not  usual  in  pregnancy  it 
occurs  in  a  good  many  cases.  It  may  have  been  present 
before,  or  it  may  have  arisen  during  the  course  of  the  preg- 
nancy. It  may  be  associated  with  nephritis,  cardiac  disease, 
pernicious  vomiting,  or  any  constitutional  disease,  such  as 
phthisis.  In  some  cases  it  ma}'  be  so  marked  as  to  lead  one 
to  suppose  it  to  be  the  pernicious  form. 

The  patient  will  show  all  the  usual  indications  of  anaemia. 
There  may  be  considerable  cedema. 

Treatment. — Iron  and  arsenic  should  be  freely  administered, 
the  bowels  kept  open  and  plenty  of  good  nourishing  food  taken. 
Post-partum  haemorrhage  should  be  rigidly  guarded  against,  as 
the  patient  can  ill  afford  to  lose  any  blood. 

Pernicious  Anaemia. — Fortunately  this  condition  is  rarely 
seen  with  pregnancy.  When  it  does  occur  it  is  usually  fatal 
to  both  mother  and  child.  It  may  arise  during  the  puerperium 
after  severe  post-partum  haemorrhage,  especially  after  repeated 
attacks  of  secondary  haemorrhage. 

Treatment. — ^Iron  and  arsenic,  especially  the  latter,  should  be 
freely  administered,  and  if  there  is  no  improvement  the  uterus 
should  be  emptied  as  soon  as  possible.  If,  however,  the  patient 
is  very  weak,  the  operation  should  not  be  undertaken,  for  it  will 
only  hasten  the  end. 

The  following  two  cases  were  treated  in  the  Maternity  Hos- 
pital within  a  few  weeks  of  each  other. 

Case  I. — Mrs.  B.,  v. -para,  let.  twenty-seven,  was  admitted 
in  a  state  of  extreme  anaemia  with  marked  lemon-yellow 
tint  of  the  skin.  During  her  former  pregnancies  she  had 
been  extremely  pallid,  but  she  had  never  before  shown  any 
yellow  discoloration  of  the  skin.  Until  a  fortnight  previous 
to  admission  she  had  been  able  to  perform  her  usual  house- 
hold work,   but  at  tliat  time   she   iiad    be^uu   Lo   sutler   from 
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shortness  of  breath  and  weakness.  Almost  continuous  vomit- 
ing had  come  on,  and  she  had  noticed  the  yellow  colour  of 
her  skin.  She  had  consulted  a  doctor,  who  had  diagnosed 
enlargement  of  the  liver.  Some  days  before  admission  her  urine 
was  observed  to  be  very  dark  in  colour  and  almost  opaque. 

The  patient  had  had  rheumatic  fever  seven  years  before. 

On  admission  the  os  was  found  to  be  the  size  of  half  a 
crown.  The  fundus  uteri  reached  two-thirds  of  the  way  up 
to  the  ensiform  cartilage.  The  patient  was  well  nourished, 
the  skin  soft  and  smooth,  but  of  a  lemon-yellow  tint,  more 
marked  over  the  flexures  of  the  various  large  joints.  The  lips 
and  buccal  mucous  membrane  were  bloodless,  but  somewhat 
blue,  as  also  her  forehead.  The  pulse  rate  was  126,  and 
respirations  44  per  minute,  laboured,  but  not  noisy.  The  area 
of  cardiac  dulness  was  enlarged,  but  the  heart  sounds  were  pure, 
though  somewhat  weak.  The  area  of  hepatic  dulness  was  in- 
creased in  an  upward  direction.  No  foetal  heart  sounds  could 
be  heard.     She  had  felt  no  movement  for  four  days. 

The  patient  was  so  collapsed  that  no  attempt  was  made  to 
deliver  her.  She  was  freely  stimulated,  but  gradually  sank 
and  died  undelivered. 

Post-mortem  Examination. — The  body  surface  presented 
a  greenish-yellow  hue,  most  marked  over  the  flexures  of  the 
joints.  The  subcutaneous  fat,  which  was  abundant,  also  pre- 
sented the  same  colour. 

Heart. — The  pericardium  contained  4  oz.  of  opaque  greenish- 
yellow  fluid.  The  cavities  were  all  occupied  by  ante-mortem 
clots,  which  extended  into  all  the  vessels.  That  in  the 
right  am'icle  showed  evidence  of  some  duration  in  the  shape 
of  stratification.  The  fibrous  layer  overlying  the  clot  was 
greenish  in  colour.  The  cardiac  muscle  was  pale,  and  in 
the  right  ventricle,  both  internally  and  extei-ually,  showed  the 
mottling  of  extreme  fatty  degeneratioru  A  similar  condition 
was  visible  only  in  the  papillary  muscles  of  the  left  ventricle. 
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the  muscular  substance  of  this  ventricle  had  a  reddish- brown 
appearance,  but  sections  parallel  with  the  surface  showed 
yellowish  mottling,  apparently  from  fatty  degeneration.  The 
valvular  structures  appeared  normal,  except  for  very  slight 
thickening  of  the  corpora  aurantii  of  the  aortic  curtains,  and 
along  the  free  margins  of  the  mitral. 

Lungs. — The  pleural  cavities  contained  a  few  ounces  of  fluid. 
The  lungs  were  not  adherent,  but  both  very  oedematous  at 
their  bases. 

Sjjleeu. — It  was  greatly  enlarged,  measuring  6h  in.  X  6\  in. 
X  2  in.  Its  anterior  margin  was  considerably  notched,  and 
there  was  a  transverse  groove  across  the  convexity.  Its  sub- 
stance was  almost  diffluent  and  of  a  chocolate  colour. 

Liver. — It  was  considerably  enlarged  and  very  pale.  It 
measured  Hi  in.  X  7h  in.  X  3i  in.  Its  cut  surface  had 
a  peculiarly  waxy-looking,  pale  yellowish-brown  colour  ;  the 
central  parts  of  the  lobules  were  considerably  darker  than  the 
peripheral. 

Uterus. — The  gravid  uterus  was  removed  with  the  bladder 
and  rectum.  No  abnormality  was  detected,  except  a  general 
greenish-yellow  colour.  The  uterus  measured  10  in.  x  6^  in. 
X  5  in. 

Kidneys. — Both  ureters  were  shghtly  dilated.  There  was 
nothing  abnormal  in  either  of  the  kidneys  or  suprarenal  glands. 

Stomach  and  Litestines. — The  stomach  showed  no  ulceration. 
The  blood-vessels  of  the  jejunum  were  engorged,  and  at  several 
points  there  were  groups  of  minute  haemorrhages. 

Bone  Marroiv. — The  peripheral  part  of  the  marrow  of  the 
femur  at  its  lowest  end  was  of  a  dull  chocolate  colour,  the 
centre  maintaining  its  normal  colour.  Higher  up  the  shaft  it 
was  all  transformed  into  a  diffluent  dull  red  substance. 

Case  II. — Mrs.  S.,  iv.-para,  aet.  twenty-seven,  was  admitted 
to  hospital  in  an  extremely  anaemic  condition  about  the  middle 
of  the  ninth  month  of  her  fom-th  pregnancy. 
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A  fortnight  after  her  second  confinement  she  had  been 
admitted  to  the  Eoyal  Infirmary  suffering  from  anaemia.  There 
was  no  history  of  post-partura  haemorrhage.  She  was  dismissed 
well  in  a  month.  Some  months  after  the  birth  of  her  third 
child  she  had  again  been  treated  in  the  Infirmary  for  the  sam*; 
complaint.  That  time  the  haemoglobin  had  been  found  to  be 
25  per  cent,  and  the  red  corpuscles  800,000  per  cmm.  After 
a  month's  treatment  she  had  been  dismissed  well. 

Since  then  for  about  a  year  she  had  enjoyed  good  health, 
until  about  three  weeks  before  admission,  when  her  skin  became 
pale  and  then  yellow.  Her  breath  became  very  short  and  she 
was  unable  to  do  her  usual  household  work. 

On  admission  her  skin  was  of  the  yellow  colour  of  extreme 
anaemia,  and  the  lips  and  buccal  mucous  membrane  bloodless. 
Her  speech  was  slow  and  hesitating,  but  her  mind  seemed  quite 
clear.  There  was  marked  tremor  of  the  hands  when  she  held 
them  up.  With  the  exception  of  reduphcation  of  the  second, 
and  want  of  definition  of  the  first  sound,  especially  over  the 
mitral  area,  nothing  abnormal  was  found  in  the  heart. 

Per  vaginam  the  foetal  head  could  be  felt  through  the  os, 
which  was  about  the  size  of  a  shilling.  The  foetal  heart  sounds 
could  not  be  heard.  There  was  a  faint  haze  of  albumin  in  the 
urine,  but  no  sugar  or  casts. 

It  was  decided  that  any  attempt  to  deliver  her  would  only 
hasten  the  end,  so  beyond  free  stimulation  nothing  was  done. 
She  died  about  twenty-four  hours  after  admission .  Post-mortem 
Caesarian  section  was  at  once  performed,  but  the  child  showed 
no  indications  of  life.  It  was  not  macerated  and  was  well 
developed. 

No  post-mortem  examination  was  allowed. 

The  rapid  termination  of  the  disease  in  both  these  cases  is 
somewhat  remarkable.  In  neither  did  any  grave  symptoms 
arise,  until  within  three  weeks  of  death. 

Scurvy. — In  large  cities  like  Glasgow,  cases  of  scurvy  are 
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occasionally  seen,  especially  during  bad  times.  The  disease 
arises  from  improper  feeding.  It  manifests  itself  in  the  usual 
way  by  sponginess  of  the  gums,  which  bleed  profusely  when 
touched,  and  subcutaneous  haemorrhage  in  different  parts  of 
the  body. 

Treatment. — A  liberal  fresh  diet  is  all  that  is  necessary. 

Case. — A  multipara  was  admitted  to  the  hospital  in  labour 
at  full  time.  She  was  very  weak,  and  had  evidently  been  on 
starvation  diet  for  some  time.  Her  mouth  was  in  a  filthy 
condition,  the  gums  soft  and  spongy.  A  number  of  subcutaneous 
haemorrhages  were  found  in  both  legs.  The  labour  terminated 
naturally  and  there  was  no  post-partum  haemorrhage. 

She  was  treated  with  an  antiseptic  mouth  wash  and  a  liberal 
diet,  and  in  a  few  days  the  scurvy  disappeared.  The  child 
showed  no  evidence  of  the  disease,  but  it  was  feeble  and  died 
in  a  day  or  two. 

Purpura  Haemorrhagica. — This  is  a  very  rare  compli- 
cation of  pregnancy,  but  when  it  does  occur  it  is  generally 
fatal.  It  may  arise  any  time  during  the  pregnancy  or  after 
delivery.  The  foetus  is  hkely  to  be  destroyed,  and  if  it  is 
born  alive  it  may  show  the  disease.  The  pregnancy  will 
probably  be  interrupted. 

The  disease  manifests  itself  by  haemorrhages  from  the 
various  mucous  membranes  of  the  body  and  under  the  skin. 
The  bleeding  may  be  so  great  as  to  cause  profound  anaemia 
and  the  death  of  the  patient.  Post-partum  haemorrhage  is 
very  apt  to  occur,  and  has  proved  fatal  in  a  number  of  cases. 
The  risk  of  sepsis  is  very  great.  During  the  puerperium 
metrorrhagia  may  occur  and  prove  fatal. 

Diagnosis. — The  only  disease  it  might  be  mistaken  for  is 
scurvy.  In  the  latter  the  history  of  improper  diet  gives  the 
clue. 

Prognosis. — This  is  exceedingly  grave  for  both  mother  and 
foetus. 
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Treatment. — Arsenic  should  be  given  freely.  In  the  following 
case  I  used  suprarenal  tabloids,  and  although  the  patient  died 
the  purpuric  condition  certainly  improved. 

Ca.sc.  Purpura  HcemorrJiar/ica  ami  Pernicious  Vomiting  of 
Pregnancy. — Mrs.  W.,  tet.  nineteen,  was  admitted  to  the  Glasgow 
Maternity  Hospital  on  14th  June,  1901,  suffering  from  persistent 
vomiting,  which  had  first  commenced  in  January,  but  had  been 
much  more  severe  since  the  latter  end  of  May.  She  stated  that 
she  had  rejected  everything  except  a  little  water  since  about 
28th  May.  She  considered  herself  in  the  seventh  month  of 
pregnancy.  Her  health  previous  to  this  pregnancy  had  been 
excellent.  She  had  had  two  abortions,  one  nearly  four  years 
ago,  and  the  second  in  July,  1900.  They  had  both  been 
about  the  third  month.     She   could  give  no  cause  for  them. 

On  admission,  she  looked  collapsed,  sallow,  and  emaciated. 
Judging  from  her  rings,  her  fingers  were  much  thinner  than 
formerly.  Her  pulse  was  about  120,  regular,  and  of  fakly 
good  tension  ;  temperature,  99'  F.  The  heart  sounds  were 
normal,  and  the  foetal  heart  could  be  distinctly  heard.  The 
abdomen  was  not  much  distended.  The  fundus  was  slighth' 
above  the  umbilicus.  There  was  no  oedema  of  the  legs.  The 
urine  was  very  scanty,  dark  coloured,  muddy,  with  a  peculiar 
sweetish  odour.  It  contained  distinct  trace  of  albumin,  pus 
cells,  epithelial  debris,  and  some  granular  tube-casts. 

A  sip  or  two  of  egg-flip  and  brandy  was  given,  but  it  was 
immediately  rejected.  Rectal  feeding  with  milk,  brandy  and 
beef-peptonoids  was  at  once  commenced.  The  enemata  were 
retained.  Next  day  she  was  given  10  gr.  of  oxalate  of  cerium 
and  15  gr.  of  bismuth  subnitrate  three  times,  but  she  rejected 
the  first  two  doses.  As  she  was  excreting  very  little  urine, 
25  oz.  of  saline  solution  were  infused  under  the  right  breast. 
That  evening  her  temperature,  which  had  been  subnormal 
since  the  day  after  admission,  rose  to  101 ''4°  R,  but  fell  to 
97'8''  F.  next  morning.     On  the  evening  of  the  18th,  it  rose 
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to  103°  F.,  but  it  quickly  fell  to  normal  again.  By  the  19th 
she  had  improved  considerably.  The  sickness  had  nearly 
ceased,  and  she  was  able  to  take  imperial  drink,  milk  and  lime 
water,  and  brandy  and  ice  by  the  mouth  and  retain  it.  The 
foetal  heart  sounds  could  not  be  heard. 

On  the  20th,  a  distinct  rash  began  to  appear  about  the 
extensor  surfaces  of  the  elbows,  hips,  and  knees.  It  quickly 
became  purpuric  and  general  in  character.  The  gums,  also, 
began  to  bleed  readily.  Haematemesis  began  on  the  evening 
of  the  21st,  and  feeding  by  the  mouth  was  stopped.  The  pulse 
became  much  weaker,  and  tremor  of  the  hands  was  noticed. 
Her  face  became  cyanosed,  and  she  appeared  to  be  drowsy. 

Dr.  Carstairs  Douglas  tested  the  coagulabihty  of  the  blood, 
and  found  that  the  time  was  ten  and  a  half  minutes.  This  is 
about  double  the  ordinary  time.  He  found  urobilin  in  the 
urine.  She  was  now  put  on  suprarenal  tabloids,  5  gr.,  three 
times  a  day. 

23rd  June. — Hsematemesis  occurred  twice  during  the  night. 
Hypodermic  injections  of  5  min.  of  liq.  strych.  were  given  every 
six  hours. 

.  24th  June. — To-day  there  was  a  sHght  vaginal  discharge,  and 
on  examination  the  os  was  found  partially  dilated.  Labour 
was  going  on,  but  the  patient  maintained  that  she  felt  no  pain. 
She,  however,  felt  the  vaginal  examination.  In  a  few  hours  a 
dead  foetus  was  delivered  by  the  breech. 

There  was  no  post-partum  haemorrhage,  but  as  a  preventative 
an  intra-uterine  douche  of  2  pints  of  water,  containing  30  gr. 
suprarenal  extract  to  the  pint,  was  given,  and  a  hypodermic  of 
ergotin  and  strychnine.  Two  pints  of  saline  solution  were 
infused  into  the  abdominal  wall.  The  pulse  was  very  feeble 
and  rapid.  The  foetus  did  not  show  any  eruption,  and  there 
were  no  haemorrhages  into  the  placenta. 

25th  June. — Vomiting  has  recurred  several  times  ;  hiccough 
at  intervals ;  pulse  almost  imperceptible.     She  lies  with  half- 
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closed  eyes,  but  when  spoken  to  says  that  she  feels  much 
better.  The  rash  has  faded  very  much.  Muscular  tremor  is 
very  marked.  Strychnine  injections  have  been  stopped,  and 
ether  used  instead.  She  died  at  10.45  p.m.  From  the  last 
hour  she  was  unconscious,  and  the  breathing  was  Cheyne- 
Stokes  in  character. 

We  were  fortunately  able  to  ol;)tain  a  post-mortem  examina- 
tion.    Dr.  Carstairs  Douglas  reports  as  follows  : — 

"  Body  fairly  nourished;  sallow  and  jaundiced  tint  of  skin. 
Rigor  mortis  gone  in  arms,  present  in  legs.  Pupils  equally 
dilated. 

"On  reflecting  the  skin,  the  tissues  were  found  to  be  very 
dry.     Fair  amount  of  subcutaneous  fat. 

"  Thorax. — Heart  covered  all  over  anterior  aspect  with  fat ; 
pericardium  normal.  Moderate  amount  of  dark  fluid  blood  in 
right  side.  Every  chamber  occupied  by  ante-mortem  firm, 
pale  clot,  extending  up  into  aorta  and  pulmonary  artery.  Left 
lung  very  distinctly  emphysematous.  Eight  lung  emphyse- 
matous in  upper  lobe,  solidified  in  lower  lobe. 

"  Abdomen. — Stomach  distended  with  gas,  and  containing 
about  10  oz.  of  black  fluid  (blood).  Mucous  membrane 
greenish-yellow  in  colour,  and  a  few  small  pinkish  spots  seen 
here  and  there.  No  ulceration.  Gullet  and  duodenum  con- 
tained similar  material,  but  no  ulcers  or  bleeding  points. 
Liver  large,  firm  and  heavy.  Slight  degree  of  nutmeg 
changes ;  gall-bladder  distended.  A  subsequent  examination 
of  the  liver  and  kidneys  gave  evidence  of  a  deposit  of  iron 
similar  to  that  seen  in  pernicious  anaemia. 

"  Spleen  small ;  normal. 

"  Pancreas  small ;  normal. 

"  Left  kidney  fairly  normal ;  some  smaU  bluish-black  points 
in  surface  of  cortex,  and  old  haemorrhages.  Cortex  pale ; 
medulla    normal.      Left    suprarenal    appeared   normal.     7?/'f//// 
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kidney  has  an  abscess  in  its  pelvis  containing  thick,  yellow 
pus.  The  abscess  burrows  to  a  moderate  extent  into  the  sub- 
stance of  the  organ.      Suprarenal  appears  normal. 

"  Bladder  contains  a  little  brownish  virine  ;  surface  normal. 

"  Tubes  and  ovaries  healthy.  Corpus  luteum  on  the  right 
side. 

"  Uterus  well  contracted ;  wall  pale  and  thick  ;  decidua 
entirely  away ;  a  little  blood-clot  present." 

The  post-mortem  examination  did  not  throw  much  light  on 
the  subject  as  to  the  cause  of  the  disease.  The  small  abscess 
on  the  kidney  can  hardly  be  considered  as  a  cause. 

The  observation  on  the  coagulability  of  the  blood  is  interest- 
ing. In  Fagge's  Medicine  it  is  stated  that  "  it  (the  blood)  has 
been  said  to  be  deficient  in  coagulating  power,  but  this  seems 
to  be  a  mistake  ".  In  this  case  there  certainly  was  a  marked 
deficiency.  Unfortunately  we  were  unable  to  make  a  second 
observation  after  the  patient  had  been  taking  suprarenal 
extract. 

The  disease  is  one  of  the  blood,  and  I  do  not  think  that 
pregnancy  has  any  share  in  causing  it,  the  increased  amount  of 
fibrin  in  the  blood  should  rather  act  as  a  preventative,  and 
this  fact  probably  accounts  for  its  infrequency  in  pregnancy. 
What  part,  if  any,  the  pernicious  vomiting  played  in  causing 
the  disease  I  cannot  say,  but  it  undoubtedly  caused  the  patient's 
death,  as  the  purpuric  condition  had  improved  very  much. 

I  would  have  induced  labour  for  the  vomiting  when  she 
was  admitted,  if  I  had  thought  she  could  stand  the  operation. 
Eectal  feeding  was  first  tried  to  see  if  we  could  strengthen  her 
a  little,  and  she  undoubtedly  did  gain  strength,  but  when  the 
purpura  manifested  itself  I  felt  that  induction  would  only 
hasten  her  end.     The  result  proved  the  correctness  of  this  view. 

It  is  interesting  to  note  that  no  post-partum  haemorrhage 
occurred.  This  may  have  been  due  to  the  effect  of  the  supra- 
i  ■    renal  extract.     The  painless  nature  of  the  labour  was  another 
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interesting  feature.  A  case  of  painless  labour  in  connection 
with  pernicious  vomiting  has  already  been  referred  to  on 
page  25. 

Haemophilia. — This  condition,  fortunately,  usually  skips  the 
females  in  a  family  of  bleeders.  It  would  be  a  very  serious 
complication  of  pregnancy,  and  especially  of  labour.  i\n  abor- 
tion would  be  very  likely  to  occur,  and  it  might  easily  prove 
fatal  from  haemorrhage.  One  occasionally  meets  with  cases 
where  a  very  large  amount  of  bleeding  habitually  occurs,  after 
abortions  or  labours,  in  women  who  may  be  classed  as  habitual 
lileeders,  but  they  can  hardly  be  said  to  suffer  from  true  haemo- 
philia. 

Treatment. — A  woman  suffering  from  haemophilia  should  be 
strongly  advised  not  to  marry.  The  administration  of  supra- 
renal extract,  or  chloride  of  calcium,  would  probably  do  good. 
The  uterus  should  be  firmly  plugged  as  soon  as  emptied,  either 
after  an  abortion  or  full  time  labour. 

Complications  Connected  with  the  Cardio-Vasculak 
System. 

Varicose  Veins. — These  are  exceedingly  common,  especi- 
ally in  multiparae.  The  veins  of  the  legs  and  thighs  are  those 
chiefly  affected,  but  the  labial  ones  may  also  show  the  condition 
in  a  marked  degree.  In  the  broad  ligaments  the  same  con- 
dition exists  in  most  cases,  and  frequency  of  haemorrhoids  has 
already  been  referred  to,  and  the  same  condition  may  exist  in 
the  bladder. 

The  legs  are  very  apt  to  become  swollen,  and  phlebitis  may 
occur.  If  by  any  chance  one  of  the  veins  should  be  injured, 
the  woman  may  very  easily  bleed  to  death  in  a  few  minutes, 
if  prompt  measures  be  not  taken  to  check  the  haemorrhage. 
An  injury  to  the  vulva  may  also  give  rise  to  very  profuse 
bleeding. 
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Treatment. — The  legs  should  be  kept  bandaged  while  the 
patient  is  on  her  feet,  and  she  should  rest  as  much  as  possible. 
She  should  be  warned  to  guard  against  injury,  and  should  be 
told  how  to  apply  pressure  if  a  vein  should  be  ruptured. 

If  the  veins  become  inflamed,  the  patient  should  be  kept 
strictly  in  bed,  and  have  sedative  applications,  like  lead  and 
opium,  or  belladonna,  applied  to  the  parts. 

Phlegmasia  Alba  Dolens  may  arise  during  pregnancy,  but 
it  is  more  apt  to  occur  during  the  puerperium.  It  will  be  dis- 
cussed when  dealing  with  the  complications  of  the  puerperium. 

Thrombosis  may  arise  when  the  veins  are  inflamed,  and  if 
a  piece  of  clot  becomes  detached  an  embolus  may  be  carried 
on  into  the  lungs.  During  the  puerperium  this  occasionally 
occurs  and  may  cause  sudden  death. 

An  embolism  or  a  haemorrhage  in  the  brain  may  occur,  and 
cause  hemiplegia,  but  we  shall  consider  this  under  the  nervous 
system. 

Aneurism. — An  aneurism  is  a  very  serious  complication  of 
pregnancy,  especially  of  labour,  as  the  great  strain  thrown 
upon  the  circulation  would  be  very  apt  to  cause  rupture. 

Treatment. — The  usual  treatment  of  aneurism  would  have 
to  be  adopted,  and  when  labour  comes  on  the  patient  should 
1)6  delivered  artificially  as  soon  as  the  os  dilates,  so  as  to  avoid 
the  straining  during  the  second  stage. 

Heart  Disease. — Under  ordinary  conditions  heart  disease 
iu  any  of  its  forms  is  a  very  serious  complaint.  When  it 
occurs  in  pregnancy,  or  when,  as  is  more  usual,  pregnancy 
occurs  in  a  patient  with  old-standing  heart  disease,  the  gravity 
of  the  condition  is  very  great. 

In  pregnancy  an  extra  amount  of  work  has  to  be  done  by 
the  heart,  to  supply  the  wants  of  the  uterus.  When  the  heart 
is  healthy,  nature  easily  provides  for  this  by  a  certain  amount 
of  hypertrophy,  especially  of  the  left  ventricle,  as  it  is  on  it 
principally  that  the  extra  strain  falls.     If  the  heart  is  diseased 
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in  a  non-pregnant  woman,  as  in  a  man,  nature  tries  to  remedy 
matters  by  a  compensatory  hypertrophy,  and  the  patient  may 
go  on  fairly  comfortably  for  years,  so  long  as  the  compensation 
is  sufficient.  If,  however,  the  woman  becomes  pregnant,  the 
extra  strain  thrown  on  her  circulation  is  very  likely  to  upset 
the  arrangement,  and  failure  of  compensation  and  its  attendant 
evils  will  follow.  The  patient  suffers  from  breathlessness, 
palpitation  and  cough.  Oedema  of  the  legs  and  body  will 
come  on.  The  lungs  will  also  become  cedematous,  and  bron- 
chitis or  congestion  follow,  so  that  the  patient  cannot  He  down. 
She  may  put  up  considerable  quantities  of  blood  in  her  sputum. 
The  kidneys  will  also  be  affected,  so  that  albumin  will  be  found 
in  the  urine.  Bad  symptoms  do  not  as  a  rule  manifest  them- 
selves until  after  the  fourth  month.  Previous  to  that  time  the 
strain  upon  the  circulation  has  not  been  too  great  for  the 
heart,  but  from  then  onwards  it  gradually  increases  until  it 
reaches  its  maximum  during  labour,  when  the  overworked  organ 
may  give  out  and  the  patient  die  suddenly.  In  many  cases 
the  pregnancy  ends  prematurely.  The  accumulation  of  car- 
bonic acid  in  the  blood  is  liable  to  cause  uterine  contractions. 

Diagnosis. — This  is  made  in  the  usual  way  by  the  detection 
of  the  murmurs.  The  cardiac  area  will  usually  be  increased 
and  the  position  of  the  apex  beat  displaced  outwards.  A  very 
slight  blowing  systolic  murmur  may  often  be  detected  at  the 
apex,  but  this  may  not  indicate  any  disease.  A  certain  amount 
of  dilatation  of  the  heart  occurs  in  pregnancy,  and  this,  by 
stretching  the  valves,  may  allow  of  a  certain  amount  of  regur- 
gitation, but  it  is  of  no  consequence  as  it  will  disappear  after 
delivery.  In  anoemic  cases  soft  blowing  haemic  murmurs 
must  not  be  taken  as  indicating  cardiac  disease,  but  on  the 
other  hand  it  must  not  be  forgotten  that  very  bad  anaemia 
sometimes  accompanies  the  disease. 

Prognosis. — It  is  a  serious  condition,  but  not  nearly  so 
hopeless    as    Macdonald   and    others    have    maintained.     The 


COMPLICATIONS  OF  PREGNANCY.  55 

greatest  risk  arises  during  or  shortly  after  delivery,  but  this 
will  be  treated  of  later,  when  dealing  with  labour  in  cases  of 
cardiac  disease. 

Treatment. — If  sufficient  compensation  can  be  maintained 
during  pregnancy,  the  patient  will  do  well.  To  maintain 
compensation  cardiac  tonics  are  generally  necessary,  but  one 
occasionally  sees  a  case  where  they  are  not  required.  In 
most  cases  tonics  should  be  given  during  the  latter  half  of 
pregnancy.  Strophanthus  is  a  pure  cardiac  tonic  and  is  there- 
fore more  suitable  than  digitalis.  In  the  majority  of  cases 
one  is  called  upon  to  treat  them  when  failure  of  compensation 
has  manifested  itself.  "When  the  lungs  are  involved,  carbonate 
of  ammonia,  combined  with  the  cardiac  tonic,  is  very  useful.  If 
there  is  much  dropsy  one  may  use  a  diuretic  with  the  cardiac 
tonic.  The  patient  should  be  kept  at  rest  in  bed.  If  no 
improvement  occurs,  it  may  be  necessary  to  empty  the  uterus, 
but  there  is  considerable  risk  in  doing  this,  as  the  strain  of 
labour  may  only  hasten  the  end.  In  bad  cases  premature 
labour  is  apt  to  occur  spontaneously. 

Case  I.  Aortic  Inco^npetence — Premature  Labour. — Mrs.  C, 
set.  forty-two,  multipara,  came  to  me  complaining  of  cough, 
breathlessness,  and  swelling  of  the  legs.  She  had  had  five 
children,  one  stillborn  and  three  abortions.  After  her  first  con- 
finement, twenty-two  years  ago,  she  had  had  rheumatic  fever. 
On  examining  her  chest,  I  found  bronchial  rales  all  over 
the  lungs  and  evidence  of  oedema  at  the  bases.  There  was 
marked  pulsation  in  the  carotids.  At  the  base  of  the  heart  a 
blowing  diastolic  murmur  was  heard,  well  conducted  down  the 
sternum.  At  the  apex  there  was  no  murmur  to  be  heard.  The 
apex  beat  was  displaced  outwards,  but  as  she  was  a  very 
stout  woman  it  was  impossible  to  make  out  the  exact  size  of 
the  heart  by  percussion.  Menstruation  was  regular.  The 
bronchitis  soon  yielded  to  treatment,  and  I  then  put  her 
upon   Easton's   syrup. 
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A  short  time  after  this,  menstruation  ceased,  and  at  first  she 
ascribed  this  to  the  menopause ;  but,  as  morning  sickness 
began,  I  examined  lier  and  found  that  she  was  pregnant.  I 
then  put  her  upon  strophanthus.  She  did  fairly  well  until  the 
seventh  month,  when  oedema  of  the  legs  returned,  and  breath- 
lessness  became  very  bad.  The  propriety  of  inducing  labour 
arose,  but  I  was  loath  to  do  this.  My  difficulty  was  solved 
by  premature  labour  coming  on  of  itself.  The  labour  was 
fairly  quick,  and  the  strain  upon  her  system  not  very  great. 
The  child  was  still-born.  There  was  a  considerable  amount 
af  post-partum  haemorrhage,  but  not  excessive  for  such  a 
plethoric  woman.      She  made  a  good  recovery. 

Case  II.  Mitral  Incompetence — Great  (Edema  of  the  Legs, 
Body,  and  Lungs — Labour  at  Full  Time. — The  patient  was  a 
multipara  about  forty  years  of  age.  She  had  had  heart  disease 
for  a  good  many  years,  and  several  times  had  been  very 
dropsical.  When  first  seen  she  was  within  a  few  weeks  of 
full  time.  She  was  propped  up  in  bed  panting  for  breath. 
The  legs,  body  and  face  were  very  oedematous,  and  her  hps 
were  quite  blue.  She  had  a  very  troublesome  cough,  and  was 
spitting  up  bright  blood.  Her  pulse  was  very  quick  and 
irregular.  The  heart  was  greatly  dilated.  There  was  a  loud 
systolic  murmur  at  the  apex,  conducted  round  into  the  back. 
The  lungs  showed  evidence  of  extreme  engorgement. 

Her  condition  seemed  very  critical,  but  after  a  few  days 
treatment  with  digitaUs,  carbonate  of  ammonia  and  senega 
she  improved  very  much  and  could  he  down.  She  went  to 
full  time.  One  night  she  got  out  of  bed  to  get  a  drink  of 
w^ater,  and  while  crossing  the  floor  the  child  was  suddenly 
expelled  by  a  single  pain.  The  cord  broke  a  few  inches  from 
the  umbilicus.  The  child  was  alive  and  showed  no  evidence  of 
injury.  The  patient  was  at  once  put  back  to  bed  and  the 
placenta  came  away  natm-ally.  She  made  a  good  recovery. 
The  child  developed  congenital  syphilis  and  died  in  a  few  weeks. 
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Twice  afterwards  I  treated  this  woman  for  failure  of  com- 
pensation, but  she  was  never  again  pregnant.  She  died  about 
four  years  after  the  confinement,  but  not  under  my  care. 

Case  III.  Mitral  Stenosis — Labour  at  Full  Time. — Mrs. 
McA.,  aged  thirty-five,  consulted  me  in  1894  to  see  if  there  w^as 
anything  wrong  with  her  to  prevent  her  becoming  pregnant. 
She  had  been  married  some  years,  and  was  very  much  disap- 
pointed that  she  had  not  had  a  child.  She  had  had  rheumatic 
fever  three  times,  and  on  examining  her  heart  a  very  loud, 
rough  presystolic  murmur  was  heard  at  the  apex.  The  thrill 
could  be  distinctly  felt.  Her  pelvic  organs  appeared  to  be 
normal.  I  told  her  that  she  ought  to  l)e  thankful  that  she  had 
never  been  pregnant,  and  that  for  her  sake  I  hoped  she  never 
would  become  so. 

About  a  month  later  she  had  a  very  bad  attack  of  breath- 
lessness,  and  began  to  cough  up  blood.  I  found  her  propped 
up  in  bed.  Her  lips  were  very  blue.  The  base  of  both  lungs 
showed  marked  oedema,  and  as  her  temperature  was  up  I  was 
afraid  it  would  end  in  a  double  pneumonia.  Mustard  poultices 
were  appUed,  and  she  was  put  on  large  doses  of  carbonate  of 
ammonia  and  digitalis.  She  was  much  relieved  in  a  few^  hours, 
and  made  a  good  recovery. 

A  few  months  later  she  came  to  tell  me  that  menstruation 
had  ceased  for  two  periods.  She  said  she  had  no  sickness,  and 
was  feeling  perfectly  well.  She  had  had  one  or  two  attacks  of 
breathlessness  since  her  illness,  but  had  taken  some  digitalis 
and  ammonia,  which  had  quickly  freed  her  from  this  symptom. 
I  found  she  was  pregnant,  and,  although  I  had  told  her  of  the 
great  risk  she  ran,  she  w^as  quite  pleased  at  the  prospects  of 
having  a  child.  I  advised  her  to  take  strophanthus  in  tabloid 
form — 2  min.  three  times  daily  during  the  whole  pregnancy. 
She  went  to  full  time  without  a  day's  sickness,  and  said  that 
she  had  never  enjoyed  better  health.  Only  once  or  twice  did 
she  have  any  breathlessness. 
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When  labour  set  in  I  gave  her  a  largo  dose  of  strophanthus. 
In  about  six  hours  from  the  onset  of  labour,  when  the  os 
was  nearly  fully  dilated,  her  breathing  began  to  be  emliarrassed, 
and  her  lips  became  blue.  I  had  sent  for  assistance,  but  her 
condition  became  so  bad  that  I  took  tlie  risk  of  giving  her 
chloroform  alone,  and  applying  the  forceps  after  fully  dilating 
the  cervix.  The  child  was  alive.  After  the  placenta  came 
away  she  bled  freely,  and  I  allowed  her  to  do  so.  The  pulse, 
which  had  been  56  before  delivery,  rose  to  112.  An  hour 
after  delivery  I  gave  her  5  min.  of  strophanthus,  and  during 
the  night  she  had  4  min.  every  three  hours.  She  made  an 
excellent  recovery.  The  cardiac  tonic  was  continued  during  the 
puerperium. 

Case  IV.  Mitral  Stenosis — Labour  at  Full  Time. — Mrs. 
B.,  aet.  twenty-four,  ii.-para,  was  admitted  to  the  Glasgow 
Maternity  Hospital,  on  13th  March,  1899,  complaining  of  cough, 
breathlessness,  and  swelling  of  the  legs  and  feet  of  six  weeks* 
duration. 

Three  years  ago,  prior  to  marriage,  the  patient  was  in  the 
Eoyal  Infirmary  of  Glasgow,  under  treatment  for  an  attack  of 
acute  rheumatism.  She  was  married  two  years  ago,  and  one 
year  ago  she  had  her  first  child.  Whilst  she  was  carrying  the 
first  child,  she  suffered  a  good  deal  from  swelling  of  the  feet, 
breathlessness  and  cough,  but  not  to  such  a  marked  extent 
as  on  the  present  occasion.  The  patient  stated  that  for  the 
last  six  w^eeks  she  had  been  quite  unable  to  lie  down  at  night 
on  account  of  her  breathlessness.  She  calculated  that  she 
was  about  seven  and  a  half  or  eight  months  pregnant. 

Condition  on  Admission. — Patient  was  pale  and  anaemic 
looking.  There  was  well-marked  oedema  of  the  lower  limbs — 
more  marked  on  the  right  side — also  over  the  sacrum.  There 
was  no  sweUing  or  oedema  of  the  face. 

There  w^as  a  troublesome  cough  and  marked  dyspnoea,  with 
a  tendency  to  cyanosis,  but  no  spitting  of  blood.     Examination 
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of  the  lungs  showed  impairment  of  resonance  at  both  bases, 
together  with  weakened  respiratory  murmur  and  a  few  tine 
rales.     There  was  nothing  at  the  apices. 

Heart. — Marked  impulse  just  within  the  nipple-line.  On 
palpation  a  well-marked  presystoUc  thrill  could  be  felt.  On 
percussion  the  area  of  cardiac  dulness  extended  on  the  left 
to  3  inches  to  the  left  of  the  midsternal  line,  on  the  right  to 
the  midsternal  line,  and  above  to  the  lower  border  of  the  third 
costal  cartilage.  On  auscultation  a  well-marked  presystolic 
murmur,  followed  by  a  very  rough  first  sound,  could  be  heard. 
Over  the  pulmonary  area  there  was  well-marked  reduplication 
of  the  second  sound. 

The  foetal  heart-sounds  were  audible.  During  her  stay  in 
hospital  we  frequently  failed  to  hear  the  fcetal  heart-sounds  for 
days  at  a  time,  and  yet  the  child  was  alive. 

The  patient's  urine  contained  a  trace  of  albumin. 

She  was  put  upon  tr.  strophanthus  (10  min.),  caliein 
citrate  (2  gr.),  and  pot.  iodi.  (5  gr.)  every  four  hours.  In  a  few 
days  the  swelling  of  the  limbs  and  trunk  had  disappeared,  the 
cough  and  breathlessness  were  gone,  and  the  patient  could  lie 
down.  The  albumin  had  disappeared  from  the  urine.  She 
remained  well  until  23rd  April,  when  labour  set  in.  The  os 
dilated  rapidly,  and  as  soon  as  the  first  stage  was  completed 
chloroform  was  given,  and  delivery  effected  by  forceps.  There 
was  no  post-partum  haemorrhage.  She  made  an  uninterrupted 
recovery.     The  child,  a  female,  was  alive. 

Case  V.  Mitral  Stenosis  and  Incomjjetetice  —  Indvction  of 
Abortion  at  the  End  of  the  Third  Month. — Mrs  C,  a  multipara, 
had  suffered  from  heart  disease  for  a  number  of  years.  She 
had  had  repeated  attacks  of  breathlessness,  palpitation,  etc., 
and  at  her  last  full-time  confinement  had  very  nearly  died. 
Dr.  Carstairs  Douglas,  who  had  attended  her,  was  of  the  opinion 
that  she  could  not  stand  the  strain  of  another  labour,  and  he 
had  induced  an  al^ortioii  at  tlie  third  montli  about  two  years 
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ago.  Dr.  Taylor,  of  Skelmorlie,  sent  her  to  me  for  induction 
of  an  abortion. 

Slie  was  three  months  pregnant.  Her  heart  was  consider- 
ably dilated  and  irregular,  and  quick  in  its  action.  At  the  apex 
a  presystolic  and  a  systolic  mui'mur  were  heard.  Considering 
her  past  history,  I  agreed  that  an  induction  of  an  abortion  was 
the  best  treatment. 

The  patient  was  prepared  for  the  operation  by  the  adminis- 
tration of  a  purgative.  On  the  following  day,  after  thoroughly 
cleansing  the  external  genitals  and  douching  the  vagina  with 
lysol  solution,  I  passed  a  sterihsed  sound,  and  moved  it  about 
freely  in  the  uterus.  Two  days  later  uterine  action  began. 
About  midday  the  patient  was  seized  with  a  very  violent 
rigor,  which  lasted  for  fully  five  minutes.  Her  temperature 
rose  to  105'  F.,  and  her  pulse  became  so  rapid  that  it  could  not 
be  counted.  I  at  once  stimulated  her  freely,  and  gave  her 
10  gr.  of  quinine.  She  had  several  very  severe  rigors  in  a 
short  time,  and  then  the  uterus  emptied  itself.  Everything 
came  away,  and  seemed  perfectly  fresh.  I  gave  an  intra- 
uterine douche.  The  stimulation  was  continued,  and,  in  addi- 
tion, a  large  dose  of  calomel  was  administered.  There  were 
one  or  two  rigors  after  the  uterus  was  emptied,  and  the  tem- 
perature remained  at  105°  F.  until  the  bowels  moved,  about 
four  hours  later.  She  passed  a  very  large  quantity  of  horribly 
oifensive  faeces.  The  stench  was  so  overpowering  that  the 
nurse  had  to  open  all  the  windows  and  doors.  In  a  short 
time  the  temperature  fell,  and  in  twelve  hours  it  was  normal. 
It  never  rose  again,  and  she  made  a  good  recovery.  She  has 
since  died  from  heart  disease. 

The  rigors  and  high  temperature  puzzled  me  at  the  time.  I 
had  taken  every  precaution  against  sepsis,  but  if  she  had  died  be- 
fore the  bowels  moved  I  would  never  have  been  able  to  get  rid 
of  the  feeling  that  in  some  way  or  other  I  had  infected  her. 

It  was  clearly  a  case  of  auto-infection  from  the  contents  of 
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the  bowels.  I  have  occasionally  seen  cases  of  this  during  the 
puerperium,  but  never  such  an  alarming  one.  The  purgative 
given  before  the  operation  had  caused  a  motion,  but  had  not 
cleared  the  bowels.  The  curious  thing  was  that  the  patient 
denied  that  she  had  been  specially  constipated. 

Case  VI,  Mitral  and  Tricuspid  Incompetence — Labour  at 
Full  Time. — Mrs.  McM.,  aged  twenty-seven,  iv.-para,  was  sent 
into  the  Glasgow  Maternity  Hospital  by  Dr.  Geo.  Turner. 
There  was  extensive  oedema  of  the  legs  and  especially  of  the 
vulva.  There  was  also  some  swelling  of  the  face.  Both  lungs 
showed  evidence  of  oedema  at  the  bases  behind.  A  soft 
systolic  murmur  was  audible  in  the  mitral  area,  and  a  sharper, 
high-toned  one  in  the  tricuspid  area,  also  systolic.  The  position 
of  the  apex  beat  could  not  be  made  out,  neither  could  the  exact 
size  of  the  heart  be  determined,  as  the  lungs  were  evidently 
emphysematous.  Bronchitic  rales  were  heard  all  over  the 
chest.     The  urine  contained  a  trace  of  albumin. 

The  patient  was  markedly  anaemic.  She  stated  that  she 
had  been  breathless  for  a  considerable  time,  and  that  the  legs 
had  been  swollen  for  a  few  weeks.  The  swelling  of  the  vulva 
had  only  come  on  within  the  last  few  days.  She  considered 
that  her  labour  was  due  in  a  few  days.  The  labia  were  punc- 
tured and  allowed  to  drain  into  sterilised  dressings,  and  tr. 
strophanthus,  10  min.,  and  am.  carbonate,  5  gr.,  given  every 
four  hours. 

She  improved  considerably  and  four  days  later  labour  came 
on.  The  first  stage  lasted  about  four  hours.  At  the  end  of  it 
she  began  to  show  cardiac  embarrassment.  The  pulse  became 
weak  and  irregular.  She  was  given  a  hypodermic  injection  of 
digitalin  and  strychnine.  Chloroform  was  administered  by  Dr. 
Primrose,  and  Dr.  McClure  delivered  her  with  forceps.  The 
child  was  alive.  The  uterus  relaxed,  and  a  gush  of  blood  was 
allowed  to  escape.  The  uterus  was  then  firmly  grasped,  and 
the  placenta  expelled.     As  the  patient  was  very  amemic,  it  was 
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not  considered  advisable  to  allow  any  more  bleeding,  so  she 
was  given  a  hypodermic  of  ergotin  and  a  hot  intra-uterine  douche. 
Four  hours  after  delivery  the  pulse  %vas  very  feeble  and  began 
to  run.  One  pint  of  normal  saline  solution  was  run  into  the 
tissues  beneath  the  right  breast.  The  pulse  became  stronger 
after  this.  Digitahn  and  strychnine  injections  were  given  every 
six  hours  and  3  dr.  of  whisky  every  two  hours.  Twelve 
hours  after  delivery  she  had  rallied  sufficiently  to  be  moved 
into  the  ward. 

She  did  very  well  until  the  fifth  day  of  the  puerperium,  when 
her  temperature  rose  to  104"4°  F.  and  her  pulse  to  140.  She 
was  given  an  intra-utei'ine  douche,  and  digitahn  and  strychnine 
hypodermically.  The  temperature  fell  to  99"2''  F.  next  day. 
After  that  it  remained  irregularly  febrile,  and  her  pulse  at 
times  was  very  feeble  and  quick.  The  anaemia  seemed  to  be 
progressing,  so  as  soon  as  her  stomach  would  stand  it  she  was 
given  peptonated  iron,  in  addition  to  her  cardiac  tonic  and 
stimulant.  We  also  gave  her  a  large  saline  injection  into  the 
abdominal  wall.  By  the  eighteenth  day  of  the  puerperium  she 
was  improving.  The  temperature  was  still  slightly  raised.  In 
spite  of  all  we  could  say  or  do,  the  husband  insisted  on  taking 
her  home.  I  saw  her  about  ten  days  after  she  left  the  hospital. 
She  was  still  very  anaemic,  but  had  improved  somewhat,  in 
spite  of  the  fact  that  she  was  lying  in  a  sunk  apartment,  where 
artificial  liglit  was  necessary  in  the  middle  of  the  day. 

The  febrile  condition  was  undoubtedly  due  to  supraemia  in 
part,  but  I  think  the  anaemia  also  contributed  towards  it.  She 
had  very  bad  ulcerating  piles,  and  I  have  no  doubt  that  in- 
fection spread  from  them  to  the  vagina.  The  condition  bordered 
very  closely  on,  if  it  was  not  actually  one  of,  pernicious  anaemia. 

Case  VII.  Mitral  Stoiosis  and  Incompetence  along  loith  Aortic 
Stenosis — Labour  at  Full  Time. — Mrs.  B.,  aet.  thirty-two,  viii.- 
para.  This  patient  had  never  had  rheumatic  fever,  but  for  some 
years  she  had  been  troubled  with  breathlessness  and  palpitation, 


COMPLICATIONS  OF  PREGNANCY.  f)3 

especially  during  her  pregnancies.  Her  seventh  pregnancy  had 
ended  in  an  abortion  at  the  end  of  the  third  month.  I  first  saw 
her  when  the  abortion  was  partially  completed.  She  was  very 
ill  but  recovered.  About  the  sixth  month  in  the  eighth  preg- 
nancy she  came  for  treatment,  as  breathlessness,  palpitation 
and  cough  were  becoming  very  troublesome. 

The  apex  beat  of  the  heart  was  displaced  quite  an  inch  out- 
side of  the  nipple  line  and  a  distinct  thrill  could  be  felt.  There 
was  distinct  pulsation  in  the  suprasternal  notch.  At  the  apex 
a  rough  presystolic,  followed  by  a  systolic,  murmur  was  heard. 
The  systolic  portion  of  it  could  be  heard  round  towards  the 
back.  Over  the  aortic  cartilage  a  systohc  murmur  could  be 
heard,  extending  up  into  the  neck.  Bronchial  rales  were 
apparent  all  over  both  lungs.  Compensation  had  evidently 
failed. 

The  patient  was  at  once  put  upon  large  doses  of  strophan- 
thus,  carbonate  of  ammonia,  and  senega.  The  heart  quickly 
responded  to  this  and  the  lung  condition  cleared  up.  She  went 
to  full  time  and  the  labour  ended  naturally. 

These  cases  are  sufficient  to  illustrate  the  condition  during 
pregnancy,  but  I  shall  give  notes  of  a  few  more  when  dealing 
with  the  disease  as  a  complication  of  labour.  As  regards 
terminating  the  pregnancy  in  bad  cases,  I  believe  the  best 
time  to  do  that  is  before  mid-term,  i.e.,  before  the  time  when 
the  strain  will  begin  to  tell  on  the  damaged  heart.  When 
one  is  called  to  deal  with  a  case  in  the  later  months,  and  the 
heart  does  not  respond  to  the  cardiac  tonics,  then  one  would  be 
justified  in  inducing  labour,  if  the  condition  of  the  patient  were 
serious.  The  risk,  however,  is  considerable,  as  the  strain  may 
be  too  great  for  the  enfeebled  organ. 

Heart  Disease  and  Marriage. — If  a  woman  has  heart 
disease  should  she  marry  ?  How  are  we  to  answer  such  a 
question  ?  Punch's  famous  advice  is  perhaps  the  best,  but  it 
is  a  little  loo  sweeping.      If,  however,  the  woman  has  sutitered 
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from  failure  of  compensation  at  any  time,  no  matter  what  the 
lesion  is,  or  if  the  lesion  is  a  mitral  stenosis,  aortic  incom- 
petence, or  incompetence  and  stenosis  combined,  the  answer 
should  be  decidedly  negative.  The  advice  will  probably  not 
be  followed,   but,  all  the  same,  it  should   be  given. 


CHAPTEE  VI. 

COMPLICATIONS  OF  PREGNANCY  (Continued). 

Diseases   of    the   Respiratory  Organs — Bronchitis  —  Pneumonia  —  Em- 
physema —  Asthma  —  Phthisis    Pulmonalis  —  Pleurisy  —  Haemoptysis  — 
Embolism. 

Diseases  of  the  Respieatory  Organs. 

Bronchitis  and  bronchial  catarrh  are  common  in  pregnancy, 
and,  as  a  rule,  do  not  influence  the  condition,  unless  the  cough- 
ing is  so  severe  as  to  cause  an  abortion  in  the  early  months,  or 
accidental  hasmorrhage  in  the  later.  Some  patients  are  troubled 
with  excessive  coughing  and  no  evidence  of  bronchial  irritation 
can  be  found.  The  origin  is  a  nervous  one,  and  nervine  seda- 
tives will  be  required  to  check  it. 

Pneumonia. — This  may  occur  at  any  time  during  pregnancy. 
Its  symptoms  are  much  aggravated  by  the  pregnancy  and  in 
many  cases  the  foetus  will  be  prematurely  expelled.  The  mor- 
tality is  much  higher  than  among  the  uon-pregnant.  When 
associated  wdth  influenza  it  is  almost  sure  to  prove  fatal. 

Treatment  should  be  on  the  same  lines  as  in  ordinary  cases. 
I  have  more  than  once  seen  labour  occur  near  the  crisis  and 
the  patient  make  a  good  recovery. 

Case.  Mitral  Incompetence — Pie aro- Pneumonia  and  Sciatica 
— Premature  Labour. — Mrs.  B.,  aged  twenty-nine,  iv.-para, 
:seven  months  pregnant.  Two  of  the  former  children  had  been 
stillborn,  and  the  last  one  had  only  lived  a  fortnight.  At  the 
second  confinement  the  placenta  had  been  very  adherent. 
There  was  evidence  of  syphilis,  and  the  woman  was  a  heavy 
drinker, 
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I  found  her  suffering  from  severe  pain  in  the  right  side, 
shortness  of  bi'eath,  and  cough.  She  also  complained  of 
intense  pain  along  the  left  sciatic  nerve.  Her  temperature 
was  103'4°  F.,  and  the  pulse  130.  The  lower  lobe  of  the  right 
lung  was  becoming  consolidated,  and  there  was  also  evidence 
of  friction.  The  left  lung  was  free.  There  was  a  very  loud 
systolic  murmur  at  the  apex  of  the  heart.  It  was  well  con- 
ducted to  the  back  of  the  chest.  The  apex  beat  was  displaced 
outwards.  The  patient  had  been  very  ill  for  two  days.  The 
child  was  alive.  Mustard  poultices  were  applied  to  the  side, 
and  she  was  put  on  carbonate  of  ammonia,  iodide  of  potash, 
digitahs  and  senega.  Next  day  the  sciatica  was  so  bad  I 
had  to  give  her  Dover's  powder,  12  gr.  every  four  hours.  On 
the  sixth  day  of  the  illness  I  saw  her  about  10  a.m.  There 
was  then  no  evidence  of  labour  ;  but  in  about  two  hours  it 
commenced,  and  the  foetus  was  expelled  by  the  breech  in 
about  half  an  hour.  The  nurse  who  attended  her,  found  the 
body  born  when  she  reached  the  house.  There  was  no  sign 
of  life  in  the  child,  and  no  indications  of  asphyxia.  The 
placenta  came  away  in  about  half  an  hour,  but  neither  it  nor 
the  membranes  were  satisfactory,  so  I  passed  my  hand  into 
the  uterus  and  cleared  out  some  bits  of  placenta  and  membrane. 
The  placenta  had  apparently  been  separated  by  a  clot,  which 
had  burst  it.  There  had  been  a  fair  amount  of  bleeding,  but 
no  active  post-partum  haemorrhage.  The  pulse  was  feebler, 
but  did  not  show  evidence  of  collapse.  She  was  given  a  large 
dose  of  digitalis,  and  whisky  freely.  The  temperature  was  103°  F. 
Two  days  later  the  crisis  occurred,  and  the  lung  quickly  cleared 
up.     The  sciatica  did  not  trouble  her  much  after  delivery. 

Emphysema. — The  condition  is  aggravated  by  pregnancy. 
An  abortion  may  occur.  A  subcutaneous  emphysema  occa- 
sionally occurs  during  labour.  The  severe  straining  ruptures 
a  superficial  air  vesicle  at  the  apex  of  the  lung,  and  the  air 
forces  its  way  through  the  tissues  and  causes  a  puffy  swelling 
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in  the  neck  and  upper  part  of  the  chest.  It  will  crackle  under 
pressure.     It  quickly  subsides  after  labour  is  over. 

Treatment. — Give  the  usual  remedies. 

Asthma. — Pregnancy  is  liable  to  aggravate  asthmatic  attacks. 
Occasionally  patients  are  met  with  who  suffer  from  asthma  only 
when  pregnant,  and  the  disease  disappears  when  the  gestation 
is  over. 

Treatment. — The  usual  remedies  should  be  tried,  and  if  they 
fail  the  patient  should  have  a  complete  change  of  air  and  scene. 

Phthisis  Pulmonalis. — The  influence  of  pregnancy  upon 
phthisis  pulmonalis  is  extremely  bad.  Among  the  laity  it  is 
generally  supposed  that  pregnancy  will  benefit  a  phthisical 
patient,  but  this  is  a  mistake.  Not  only  will  it  aggravate  the 
disease,  but  it  may  bring  on  an  attack  in  a  patient  who  has  a 
predisposition  to  tuberculous  disease.  The  gestation  may  be 
interrupted.  In  one  of  my  cases  premature  labour  was  brought 
on  by  the  excessive  coughing  causing  separation  of  the  placenta 
and  accidental  haemorrhage.  If  the  patient  goes  to  full  term, 
she  may  be  so  exhausted  as  not  to  be  able  to  stand  the  strain 
of  labour,  but  in  most  cases  labour  will  not  be  very  severe, 
as  the  child  will  be  puny  and  the  emaciation  will  have  lessened 
the  resistance  of  the  soft  parts  in  the  pelvis.  Artificial  dehvery 
may  be  necessary  if  inertia  uteri  comes  on,  and  it  should  be 
done  early  to  save  exhaustion,  but  in  the  majority  of  cases  I 
have  seen,  the  labour  was  easy.  After  delivery  the  disease 
will  progress  rapidly,  and  prove  fatal  in  most  cases  within  a 
few  weeks,  or  at  most  months.  The  child  will  be  puny  if  born 
alive,  and  it  will  probably  die  within  a  few  weeks. 

Prognosis. — If  there  is  distinct  indication  of  tubercular 
mischief  in  the  lungs,  although  it  may  not  be  very  advanced, 
the  outlook  is  exceedingly  bad.  If  one  be  asked  for  an 
opinion  regarding  the  marriage  of  a  woman  with  a  strong 
predisposition  to  phthisis,  a  decidedly  negative  opinion  should 
be  given. 
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Case  I. — A  patient,  who  had  had  one  child  about  a  year 
previously,  consulted  me  regarding  a  cough.  I  found  there  was 
distinct  evidence  of  tubercular  infection  of  the  apices  of  the 
lungs.  She  had  not  menstruated  for  a  few  weeks,  and  at  first 
I  thought  the  amenorrhoea  was  due  to  the  lung  condition,  as 
she  did  not  exhibit  any  other  signs  or  symptoms  of  pregnancy, 
but  in  a  short  time,  on  examination,  I  found  she  was  pregnant. 
The  disease  advanced  rapidly  and  emaciation  became  extreme. 
As  her  first  labour  had  been  an  exceedingly  difficult  forceps 
one,  I  was  afraid  she  might  have  difficulty  again,  but  to  my 
surprise  the  child  was  born  before  my  arrival,  although  I  had 
been  called  as  soon  as  the  pains  commenced.  It  was  small 
and  puny.  The  patient  went  down  hill  very  rapidly  after 
delivery,  and  died  in  six  weeks.  The  child  also  died  about  two 
weeks  after  the  mother. 

Case  II. — A  very  anaemic,  tubercular  primipara  consulted 
me  regarding  a  slight  cough  and  breathlessness  when  she  was 
about  six  months  pregnant.  I  found  that  her  lungs  were 
quite  clear  in  front,  but  that  she  had  rather  an  extensive 
pleuritic  effusion  at  the  base  of  the  right  lung  behind,  extend- 
ing up  to  the  spine  of  the  scapula.  She  had  never  felt  any 
acute  pain. 

Under  treatment  the  effusion  subsided,  but  she  remained 
very  weak.  She  went  to  full  time.  The  labour  proved  a 
difficult  one,  as  the  head  presented  occipito-posteriorly,  and  I 
had  to  deliver  her  with  forceps  under  chloroform.  There  was 
some  post-partum  haemorrhage,  which  in  an  ordinal^  case 
would  not  have  had  any  bad  effect,  but  in  such  an  anaemic 
woman  was  very  serious.  I  at  once  plugged  the  uterus,  and 
gave  her  a  large  saline  injection  into  the  abdominal  wall  and  a 
hypodermic  of  strychnine.  For  a  time  the  pulse  was  quite 
imperceptible  at  the  wrist,  but  it  gi-adually  returned.  The 
puerperium  was  uneventful,  but  the  cough  became  troublesome 
and  I  then  detected  crepitations  at  the  left  apex.     There  had 
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been  none  there  before  the  labour.  From  that  time  onwards 
the  disease  gradually  advanced,  and  proved  fatal  about  three 
months  after  delivery.  The  pleurisy,  as  I  suspected,  had  been 
a  tubercular  one,  Init  active  disease  in  the  lungs  themselves 
had  not  manifested  itself  until  after  delivery.  This  was  a 
case  in  which  there  was  a  strong  tubercular  tendency,  but  it 
is  probable  that  if  the  woman  had  not  become  pregnant,  she 
might  have  gone  on  for  years  without  any  manifestation  of 
the  disease.  I  might  quote  a  series  of  cases,  but  these  are 
sufficient  to  show  the  risk  a  tuberculous  woman  runs  when 
she  becomes  pregnant. 

Pleurisy. — This  disease  is  not  influenced  by,  nor  does  it  as 
a  rule  affect,  the  pregnancy.  It  may  be  tubercular  and  then, 
as  in  the  case  just  cited,  the  result  will  be  disastrous  from 
extension  of  the  disease  to  the  lungs. 

Haemoptysis, — This  may  occur  in  phthisical  cases,  but  it 
may  also  be  seen  when  there  is  no  actual  lung  lesion.  It  is 
said  to  be  due  to  a  "  cardiac  nerve-storm  "  in  highly  neurotic 
women.  It  is  also  seen  in  cases  of  cardiac  disease  when  com- 
pensation has  failed. 

Treatment. — In  nervous  cases  bromides  and  chloral  should 
be  given,  and  in  cardiac  cases  strophanthus  or  digitalis,  car- 
bonate of  ammonia  and  senega. 

Embolism  of  the  Lung. — This  may  occur  dming  pregnancy, 
but  it  is  much  more  common  during  the  puerperium.  It  may 
sudden  death  (see  cases,  pages  502,  503). 


Effect  of  Pregnancy  upon  the  Nekvous  Hystem. 

Pregnancy  undoulitedly  throws  a  severe  strain  upon  the  ner- 
vous system  of  most  women.  Irritabihty  is  often  exhibited, 
and  in  many  cases  there  is  a  tendency  to  hysteria.  Many 
patients  suti'er  from  insomnia.  The  temperament  of  the 
woman  may  be  entii-ely  changed,  in  most  cases  foi'  the  worse, 
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i.e.,  a  quiet  disposition  may  be  changed  into  a  very  irritable 
one.  On  the  other  hand,  the  very  opposite  sometimes  happens, 
and  a  very  irritable,  cantankerous  disposition  changes  to  a  mild 
and  placid  one.  As  a  rule,  however,  a  nervous,  excitable 
woman  will  be  more  nervous  and  excitable  than  ever  during 
pregnancy. 

The  organs  of  special  senses  are  sometimes  affected.  There 
may  be  failure  of  vision,  but  this  is  most  frequently  associated 
with  albuminuria.  Disturbance  of  hearing  is  rare,  but  deaf 
people,  as  a  rule,  are  worse  during  pregnancy.  The  sense  of 
smell  may  also  be  affected. 


CHAPTER  VII. 

COMPLICATIONS  OF  PREGNANCY  {Cnvtinuod). 

Diseases  of  the  Nervous  System  :  Neuralgia — Paralysis — Chorea — Epilepsy 

— Hysteria — Insanity. 
Diseases  of   the   Integumentary   System :    Urticaria — Impetigo  Hyperti- 

formis — Herpes — Pruritis — Diseases  of  the  Finger  Nails. 

Diseases  of  the  Nervous  System. 

Neuralgia.  —  Obstinate  neuralgias  are  sometimes  seen. 
Neuralgia  connected  with  the  teeth  has  already  been  referred 
to,  but  nerves  in  other  parts  of  the  Ijody  may  be  affected,  ej/., 
the  intercostals.  Sciatica  may  occur  from,  pressure  upon  the 
nerves,  and  the  anterior  crural  nerves  may  be  affected  in  the 
same  way.  Severe  headache  may  be  neuralgic,  but  one  must 
never  lose  sight  of  the  fact  that  the  cause  may  be  found  in 
the  kidneys.  In  all  cases  of  headache  the  urine  should  be 
examined.  Pain  in  the  breasts  is  very  frequently  complained 
of.  The  intimate  connection  between  the  breasts  and  the 
uterus  has  already  been  referred  to. 

Treatment.— 'Where  possible,  apply  local  sedatives  in  the 
form  of  liniments,  but  chloral,  bromides  and  other  nerve  seda- 
tives will  generally  be  called  for.  For  sciatica  the  patient 
must  rest  in  bed  and  keep  the  bowels  free  to  relieve  pressure. 
When  the  anterior  crural  nerves  are  affected,  a  well-fitting 
abdominal  belt  will  usually  relieve  the  pressure.  In  cases  of 
headache,  if  albumin  be  found  in  the  urine,  treatment  appro- 
priate to  that  condition  must  be  adopted. 
(71) 
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Paralysis. — Most  forms  of  paralysis  have  been  observed  in 
connection  with  pregnancy.  They  may  have  been  present 
before  the  pregnancy  or  may  occm*  during  its  continuance. 
When  paralysis  occurs  during  pregnancy  in  the  majority  of 
cases  albumin  will  be  found  in  the  urine.  In  these  cases  as 
a  rule  recovery  will  take  place  shortly  after  delivery.  There 
are  other  cases,  however,  unconnected  with  albuminui'ia.  These 
may  be  due  to  haemorrhage  or  an  embolism  causing  hemi- 
plegia, but  occasionally  cases  are  met  with  where  the  condition 
is  functional.  Sometimes  partial  paralysis  of  one  or  both  legs 
is  caused  by  pressure  upon  the  pelvic  nerves. 

Treatment. — This  must  be  guided  by  the  cause.  If  there 
be  albumin  in  the  urine  the  sooner  the  uterus  is  emptied  the 
better  for  the  patient.  The  other  forms  should  be  treated  on 
general  principles  and  be  allowed  to  go  to  full  time.  The 
condition  will  not  adversely  affect  the  pregnancy.  The  labour 
will  not  be  hindered  by  the  condition.  In  cases  of  paraplegia 
it  is  usually  easy.  After  delivery  rapid  improvement  occurs 
in  many  cases. 

Case  I.  Parajilegia. — I  was  asked  by  a  mission  nurse  to 
see  a  woman  who  was  threatened  with  a  miscarriage  about 
the  fifth  month  of  her  pregnancy.  I  found  she  was  a  multi- 
para and  that  she  had  suffered  from  paraplegia  for  some  time 
prior  to  conception.  The  cause  of  the  paralysis  I  was  unable 
to  ascertain.  The  miscarriage  was  prevented,  and  she  went  to 
full  time  and  gave  birth  to  a  live  child  and  a  dead  fifth  month 
one.  The  death  of  one  foetus  had  evidently  occurred  at  the 
time  of  the  threatened  miscarriage.  Her  labour  was  very  easy. 
There  was  no  improvement  in  the  paraplegia  as  it  was  in  no 
way  connected  with  the  pregnancy. 

Case  II.  Hemiplegia. — Mrs.  G.,  x.-para,  aet.  forty,  supposed 
to  be  at  full  time,  was  sent  into  hospital  as  a  case  of  eclampsia. 
She  had  been  under  treatment  for  six  days,  but  we,  unfortu- 
nately,   received   no   history  from  her  medical  attendant   and 
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had  to  rely  on  statements  made  by  her  neighbom-.  Six  days 
previous  to  admission,  while  in  her  neighbour's  house,  she  had 
fallen  down  in  a  fit.  She  had  been  unconscious  for  some  time 
and  unable  to  speak  for  several  days,  but  her  speech  had  now  re- 
tiurned  to  her.     She  had  lost  the  power  of  her  right  leg  and  arm. 

On  examining  her  we  found  she  was  very  apathetic,  and 
could  not  speak  very  distinctly.  She  had  right-sided  paresis  of 
the  arm  and  leg,  left  ptosis  and  dilatation  of  left  pupil  and 
external  squinting  of  the  same  eye,  but  not  constantly.  The 
tongue  protruded  slightly  to  the  right.  The  heart  and  lungs 
were  fairly  normal.  There  was  no  cardiac  bruit.  She  had  no 
pain  in  the  head.  The  foetal  heart  was  audible.  There  was 
some  slight  oedema  of  the  feet  and  ankles.  The  urine  showed 
no  trace  of  albumin,  but  reduced  Fehling's  solution  slightly. 

It  was  quite  evident  that  this  was  a  case  of  right-sided 
hemiplegia  which  was  improving.  It  had  probably  been 
caused  by  an  embolism. 

The  patient  lay  in  a  lethargic  condition  and  passed  all  her 
motions  in  bed.  Ten  days  after  admission  a  slight  trace  of 
albumin  was  found  in  her  urine.  The  os  would  then  admit 
two  fingers  and  there  was  some  evidence  of  uterine  con- 
tractions. The  patient  was  somewhat  restless  and  more 
intelligent  than  she  had  been.  On  the  twelfth  day  aftei- 
admission  the  largest  Barnes'  bag  was  introduced,  and  when 
it  was  expelled  the  os  was  further  dilated  manually  and  the 
membranes  ruptured,  when  the  child  was  expelled  alive  almost 
as  soon  as  the  hand  was  withdrawn. 

The  puerperium  was  normal  and  the  patient  improved  con- 
siderably before  she  left  the  hospital,  and  I  have  no  doubt 
would  ultimately  recover  completely. 

Chorea. — This  is  a  serious  complication  of  pregnancy.  Of 
the  225  cases  collected  by  Buist  {Trans.  Edinb.  Obst.  Soc, 
1894-95),  60  per  cent,  occurred  in  primiparae  and  17'6  per  cent, 
died.     In  many  cases  the  disease  has  existed  in  childhood,  but 
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it  does  not  follow  that  chorea  will  necessarily  arise  during 
pregnancy  if  the  woman  has  had  previous  attacks.  Heredity, 
chlorosis,  and  rheumatism  are  also  predisposing  causes.  It  is 
almost  always  aggravated  by  the  pregnancy,  and  in  many  cases 
the  pregnancy  is  affected  by  it  to  the  extent  of  causing  pre- 
mature expulsion  of  the  uterine  contents.  In  these  cases  the 
death  rate  is  very  high  (25  per  cent.).  The  choreic  movements 
may  become  so  incessant  as  to  wear  the  patient  out.  They 
may  be  so  severe  that  the  patient  can  only  be  kept  in  bed  with 
difficulty.  Insanity  is  not  infrequently  associated  with  it,  or 
may  follow  an  attack. 

Prorpiosis. — In  severe  cases  this  is  verj'  grave. 

Treatment. — The  treatment  is  the  same  as  in  non-pregnant 
cases,  viz.,  large  doses  of  arsenic,  nerve  sedatives,  nutritious 
diet.  The  patient  should  be  kept  strictly  quiet  in  bed.  In  bad 
cases  if  there  is  no  improvement  the  uterus  should  be  emptied. 
One  must  not  delay  this  too  long  or  the  result  may  be  fatal, 
but  if  it  is  done  early  the  chances  of  recovery  will  be  good.  If 
insanity  follows  she  should  be  treated  in  seclusion. 

Case. — Mrs.  C,  ii.-para,  get.  nineteen,  was  admitted  to  the 
Maternity  Hospital  from  the  Eoyal  Infirmary  suffering  from 
chorea.  Her  first  child  had  been  stillborn,  prematurely,  fifteen 
months  previously.  There  was  a  suspicion  of  syphilis  in  the 
husband.  Chorea  had  first  developed  about  two  months  pre- 
vious to  admission.  She  had  been  in  the  Eoyal  Infirmary 
under  treatment  for  six  weeks  and  had  improved  considerably. 
Pregnancy  was  advanced  seven  months. 

There  were  jerking  movements  of  the  left  arm  and  hand. 
The  facial  muscles  were  involved,  principally  on  the  left  side. 
The  movements  also  affected  the  left  leg  but  not  so  markedly, 
and  occasionally  were  present  in  the  right  arm  and  leg.  She 
was  readily  excited.  There  was  no  rheumatic  history.  The 
cardiac  sounds  were  prolonged  and  accentuated,  but  there  was 
no  definite  jnurmur. 
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The  day  following  admission  she  had  an  attack  of  screaming 
and  violent  movements,  and  a  few  days  later  began  to  mani- 
fest delusions,  imagining  that  people  were  shouting  at  her  from 
the  street  and  looking  in  at  the  window.  She  became  un- 
reasonable and  childish  at  times.  The  treatment  adopted  was 
increasing  doses  of  liq.  arsen.,  et.  hydrarg.  iodid.  and  Battley's 
solution  when  necessary  for  sleeplessness.  The  choreic  condi- 
tion improved,  but  as  her  mental  condition  showed  no  improve- 
ment it  was  determined  to  bring  on  labour  four  weeks  after 
admission. 

On  examining  her  under  chloroform  the  os  was  found  to 
admit  one  finger,  and  as  the  cervix  was  soft  it  was  easily 
dilated  until  two  fingers  could  pass.  No  bougies  were  intro- 
duced. The  labour  came  on  and  ended  by  natural  efforts  two 
days  later.  The  child  was  alive  and  weighed  4t  lb.  The 
patient  was  very  much  excited  during  the  second  stage  of 
labour.  She  improved  slightly  during  the  puerperium,  but  she 
still  had  the  same  delusions.  Twelve  days  after  delivery  she  was 
transferred  to  an  asylum.  The  choreic  movements  gradually 
improved,  and  the  mental  condition  cleared  up,  so  that  a  month 
later  she  was  discharged  as  cured. 

Epilepsy.— Pregnancy  seems  to  influence  epilepsy  favour- 
ably. As  a  rule  the  fits  are  less  frequent,  but  they  are  liable 
to  occur  during  labour  and  may  be  mistaken  for  eclampsia. 
The  fits  are  identical,  and  one  must  be  guided  by  the  previous 
history.  I  have  seen  several  cases  which  have  been  sent  into 
the  hospital  as  eclamptics.  In  one  of  them  there  was  a  con- 
siderable amount  of  albumin  in  the  urine,  but  we  decided  from 
the  previous  history  that  it  was  a  case  of  epilepsy. 

Treatment. — Give  the  bromides  freely. 

Hysteria. — A  hysterical  woman  will  be  liable  to  attacks 
during  pregnancy,  and  she  will  probably  take  advantage  of  her 
condition  to  gain  as  much  sympathy  as  possible.  The  attacks 
will  not  likely  have  any  bad  effects  upon  the  pregnancy. 
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Insanity. — Insanity  may  occur  during  pregnancy,  especially 
in  cases  where  there  is  a  strong  predisposition.  If  the  patient 
is  in  a  weakly  condition,  as  from  suckling  her  previous  child  or 
from  anaemia,  etc.,  and  if  there  is  any  hereditary  tendency,  the 
strain  of  pregnancy  may  cause  a  complete  breakdown.  Pro- 
longed mental  strain,  as  from  the  shame  of  an  illegitimate 
pregnancy  or  from  desertion,  may  bring  it  on.  It  may  also 
arise  in  cases  of  chorea  (see  page  74).  A  severe  mental  strain 
or  shock  will  be  found  to  be  the  exciting  cause  in  most  cases. 

Insanity  may  occur  during  the  puerperium  or  period  of 
lactation,  but  this  will  be  discussed  later.  It  is  less  fi'equent 
dm-ing  pregnancy  than  during  either  of  the  other  periods. 

It  may  take  the  form  of  mania  or  melancholia.  The  latter 
is  the  commoner  form  during  pregnancy.  The  woman  may 
sink  into  a  condition  of  profound  lethargy  and  stupidity. 
Suicidal  tendencies  are  generally  strongly  developed,  and  if 
the  condition  continue  after  delivery,  the  patient  may  have 
strong  impulses  to  kill  her  child.  Moral  perversions  are 
common,   such  as  dipsomania  and   kleptomania. 

Primiparae  are  more  prone  to  attacks  tliau  multiparae. 
Attacks  are  liable  to  recur  in  subsequent  pregnancies.  It  msij 
begin  with  conception,  but  the  end  of  the  third  or  the  beginning 
of  the  fom-th  month  is  the  most  usual  time  for  it  to  manifest 
itself.     It  rarely  disappeai-s  until  after  delivery. 

Frogtwsis. — This  is  generally  favourable.  Kecovery  occm's 
within  a  few  months  of  delivery.  The  patient  should  be 
warned  that  there  is  considerable  risk  of  recurrence  if  she 
should  again  become  pregnant. 

Treatment. — The  patient's  strength  must  be  kept  up  by 
giving  her  plenty  of  nourishing  food.  If  she  refuses  to  eat 
she  must  be  fed  by  the  stomach  tube.  The  bowels  must  be 
kept  free,  and  if  she  is  anaemic,  iron  and  arsenic  should  be  freely 
administered.  When  there  is  a  suicidal  tendency,  she  must  be 
carefully  watched.     If  she  is  troubled  with  insomnia,  chloral 
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is  one  of  the  best  hypnotics  to  use.  She  should  be  kept  as 
cheerful  as  possible,  and  when  able  should  have  as  much  open 
air  exercise  as  possible.  If  the  case  cannot  be  properly  looked 
after  at  home,  she  should  be  sent  to  an  asylum. 


Diseases  of  the  Osseous  System. 

There  is  one  disease  of  the  bones  which  is  pecuhar  to  preg- 
nancy, vk.,  mollities  ossium  or  osteo-malacia.  It  is  rare  in 
this  country,  but  endemic  in  some  parts  of  Europe  and  in 
tropical  countries.  Its  chief  characteristic  is  great  softening 
of  the  bones,  which  gives  rise  to  marked  deformity  of  the  pelvis 
(see  malacosteon  pelvis). 

The  patient's  bones  become  soft,  she  suffers  great  pain  in 
them,  and  severe  cramp  in  her  muscles.  She  has  a  trouble- 
some cough  and  suffocative  attacks.  The  deformity  of  the 
pelvis  may  cause  incarceration  of  the  uterus  and  retention  of 
urine. 

Treatment. — Drugs  seem  to  have  very  little  effect  on  the 
condition,  but  it  can  be  cured  by  removal  of  the  ovaries.  One 
would  be  justified  in  inducing  an  abortion,  especially  with 
retention  of  urine.  At  full  time,  if  the  bones  are  soft,  the 
pelvis  may  be  expanded  by  the  hand  to  allow  of  delivery,  and, 
if  this  cannot  be  managed,  the  uterus  should  be  removed  by 
abdominal  section. 


Diseases  of  the  Integumentaby  System. 

Any  of  the  ordinary  skin  diseases  may  attack  a  pregnant 
woman,   hut  some  are  said  to  be  due  to  the  pregnancy. 

Urticaria. — Some  patients  are  very  subject  to  this  during 
pregnancy,  and  it  not  infrequently  attacks  them  during  tlie 
puerperium.  I  have  several  patients  who  are  regularly  attacked 
by  it.      It  may  be  very  severe  and  cause  great  irritation. 
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Treatment. — The  bowels  should  be  kept  free  with  salines, 
and  alkaline  baths  used  for  the  irritation. 

Impetigo  Hypertiformis. — This  may  begin  in  the  groin, 
round  the  umbilicus,  or  on  the  breasts.  It  comes  out  in  small 
pustules,  which  form  crusts  and  gradually  spread  over  the 
whole  skin.  There  wall  be  high  fever  and  rigors,  with  great 
px-ostration,  delirium  and  vomiting.  It  usually  disappears  in 
the  latter  half  of  pregnancy.  The  pregnancy  will  not  be 
interrupted  loy  it,  unless,  as  not  infrequently  happens,  it 
proves  fatal. 

Herpes. — This  appears  as  an  erythematous  eruption  with 
vesicles  and  bullae.  It  may  continue  throughout  the  whole 
pregnancy  and  disappear  during  the  puerperium.  It  is  prob- 
ably nervous  in  origin  and  should  be  treated  accordingly.  It 
will  not  influence  the  pregnancy. 

Pruritis. — Its  usual  seat  is  the  vulva,  but  it  may  be  general. 
It  will  be  dealt  with  in  connection  with  vaginal  discharges. 

Disease  of  the  Finger  Nails. — This  is  a  painful  affection, 
probably  of  a  nervous  origin  and  due  to  malnutrition  of  the 
nails.  The  nails  become  loose  and  easily  broken.  Nerve  tonics 
do  good,  but  the  condition  is  likely  to  last  throughout  the 
pregnancy  and  then  disappear. 

Excessive  deposit  of  pigment  in  the  skin  is  occasionally 
seen.  The  patient's  face  may  become  very  blotched  and  dis- 
figured. The  skin  of  the  abdomen  occasionally  becomes  so 
darkened  as  to  suggest  Addison's  disease.  It  is  of  no 
consequence  except  from  an  aesthetic  point  of  view. 


CHAPTER  VIII. 

C0:MPLIGATT0NS  op  pregnancy  {Continiml). 

Complications  Connected  with  the  Genital  Organs — Vaginal  Discharge — 
Abscess  of  Bartholin's  Glands — Tumours  of  the  Vagina — Malignant 
Disease  of  the  Cervix— Fibroid  Tumours  of  the  Uterus — Ovarian  and 
Parovarian  Tumours— Tumours  of  the  Fallopian  Tube — Displace- 
ments of  the  Uterus — Anteflexion — Retroflexion— Pelvic  Adhesions 
— Rupture  of  the  Uterus. 

Complications  Connected  with  the  Genital  Organs. 

Vaginal  Discharge. — The  normal  secretions  of  the  vagina 
are  increased  during  pregnancy,  so  that  a  slight  leucorrhoeal 
discharge  is  usual,  but  in  a  number  of  cases  this  discharge  be- 
comes excessive,  i.e.,  one  finds  a  vaginitis.  This  may  be  due 
to  gonorrhoea.  The  discharge  is  usually  very  irritating  and  soon 
effects  the  external  genitals,  and  may  cause  redness  and  ex- 
coriation of  the  parts  in  the  immediate  neighbourhood.  It  will 
set  up  prnritiii  ridrce,  and  the  patient  will  suffer  excessively 
from  the  intolerable  itching.  I  have  known  the  suffering  to  be 
so  great,  that  the  patient  threatened  to  commit  suicide,  if  she 
did  not  get  relief. 

Treatmejit. — Astringent  and  antiseptic  douches  may  be  used, 
but  the  best  method  of  treatment  I  have  found,  is  to  douche  or 
swab  out  the  vagina,  and  then  pack  it  with  a  fair  amount  of 
powdered  boracic  acid  and  a  tampon  of  glycerine  and  ichthyol. 
A  few  applications  of  this  will  usually  suffice  to  check  a  profuse 
vaginal  discharge  and  cure  the  pruritis.  The  appHcation  of 
sedative  ointments  to  the  external  genitals  may  give  a  certain 
(79) 
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amouat  of  relief,  but  the  only  way  to  cure  the  pruritis  is  to 
remove  its  cause,  viz.,  the  vaginal  discharge. 

Abscess  of  Bartholin's  Glands. — The  vulvo-vaginal  glands 
occasionally  become  acutely  inflamed  and  form  an  abscess,  es- 
pecially in  gonorrhoea!  cases.  One  or  both  glands  may  be 
affected. 

Treatment. — Make  a  very  free  incision,  and  keep  the  cavity 
stuffed  with  iodoform  gauze  until  it  heals  from  the  bottom. 

Tumours  of  the  Vagina. — They  will  be  dealt  w^ith  when 
speaking  of  delaj-ed  labours. 

Malignant  Disease  of  the  Cervix. — Advanced  cancer  of 
the  cervix  wull  prevent  conception,  but  we  occasionally  meet 
with  fairly  advanced  cases  in  pregnancy.  The  patient  com- 
plains of  a  nasty  blood-stained  vaginal  discharge,  and  she  may 
have  attacks  of  severe  bleeding.  The  condition  may  be  sup- 
posed to  be  one  of  abortion  or  ante-partum  haemorrhage. 

Diagnosis. — A  vaginal  examination  will  reveal  a  thickened 
and  often  an  ulcerated  cervix.  The  hardness  of  the  cancel' 
wull  be  easily  felt  in  the  softened  cervix  of  pregnancy. 

Prognosis. — The  condition  is  a  very  hopeless  one  for  the 
woman  as  well  as  for  the  fcetus. 

Treatment . — In  the  early  months,  if  the  disease  has  not  spread 
beyond  the  cervix,  vaginal  hysterectomy  should  be  done  as  soon 
as  possible.  The  pregnant  uterus  can  be  removed  by  the 
vaginal  route  up  tiU  the  fifth  or  sixth  month.  If  necessary,  a 
vaginal  Caesarian  section  can  be  done  to  lessen  the  bulk.  In 
the  later  months  of  pregnancy,  I  would  be  inclined  to  let  the 
case  go  to  full  time  if  possible,  and  then  do  a  Caesarian  section 
in  the  interests  of  the  child,  and  remove  the  uterus  entirely.  It 
is  not  advisable  to  induce  an  abortion  or  premature  labour 
with  the  idea  of  removing  the  uterus  after  it  is  emptied. 

Fibroid  Tumours  of  the  Uterus. — The  presence  of  one  or 
more  fibroids  in  the  uterus  may,  but  does  not  always,  prevent 
conception.     In  many  cases  the  course  of  the  pregnancy  will 
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not  be  interfered  with,  but  the  labour  may  be  obstructed. 
These  cases  will  be  considered  later.  If  there  be  a  large 
number  of  small  tumours,  oi-  one  or  more  large  ones,  the 
pregnancy  cannot  go  to  full  time,  so  one  must  decide  what 
is  best  to  be  done.  An  abortion  or  miscarriage  may  come  on 
spontaneously  or  may  be  induced,  but  I  am  decidedly  of  opinion 
that  the  best  method  of  treatment  is  removal  of  the  uterus  and 
tumours.  The  risk  of  the  operation  will  not  be  materially 
increased  by  the  pregnancy.  After  an  abortion  there  is  great 
risk  of  sepsis. 

Ovarian  and  Parovarian  Tumours. — If  these  tumours 
are  large  they  may  make  it  impossible  to  allow  of  full  time 
being  reached,  but,  as  a  rule,  this  is  not  the  case.  If  the 
tumour  is  fairly  large,  it  should  be  operated  on  as  early  as 
possible.  If  it  is  small,  it  may  be  left  alone,  but  there  is 
considerable  risk  of  twisting  of  the  pedicle,  and  it  is,  on  the 
whole,  better  to  remove  even  a  small  one.  If  twisting  of  the 
pedicle  occur,  the  tumour  will  become  painful,  and  probably 
increase  in  size.  It  should  be  operated  on  at  once.  As  regards 
the  effect  of  the  operation  upon  the  pregnancy,  an  abortion, 
or  premature  labour,  may  occur,  but  in  many  cases  this  does 
not  happen. 

Tumours  of  the  Fallopian  Tube. — These  are  exceedingly 
rare.  A  pyo-  or  hydro-salpinx  is  occasionally  found,  and  in 
a  few  rare  cases  an  extra-uterine  gestation  has  co-existed  with 
an  ordinary  uterine  pregnancy. 

Treatment. — The  affected  tube  should  be  removed  as  soon 
as  possible.  A  pyo-salpinx  may  remain  quiescent  during 
pregnancy,  but  it  will  be  sure  to  set  up  septic  mischief  in 
the  puerperium,  see  case  iv.,  page  491. 

Displacements  of  the  Uterus, — During  the  first  three 
months  of  pregnancy  the  uterus  is  still  in  the  pelvic  cavity. 
As  it  increases  in  weight  it  tends  to  sink  somewhat.  If  the 
pelvic  floor  is  normal,   no   actual    prolapse   will  occur.     The 
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patient  may  experience  a  certain  amount  of  discomfort  from 
weight  and  bearing  down,  especially  if  she  is  constipated,  but 
the  disturbance  will  be  trifling.  On  the  other  hand,  if  the 
pelvic  floor  has  been  weakened  or  partially  torn,  prolapse  to 
a  lesser  or  greater  degree  will  occur.  It  is  rarely  seen  in 
primiparous  women.  As  a  rule,  the  prolapse  does  not  pass 
beyond  the  second  degree,  but  in  a  few  cases  it  becomes  com- 
plete. The  patient  suffers  from  bearing  down  and  dragging 
sensations  in  the  pelvis,  and  micturition  may  be  interfered 
with. 

Treatment. — Eeplace  the  uterus,  and  support  it  by  means  of 
a  ring  pessary.  The  support  should  be  worn  until  the  begin- 
ning of  the  fifth  month  at  least,  as  by  that  time  the  uterus  will 
have  risen  into  the  abdominal  cavity,  and  will  be  supported  by 
the  brim  of  the  pelvis.  When  there  is  any  tendency  to  pro- 
lapse, the  patient  should  rest  as  much  as  possible. 

Anteflexion. — This  is  the  normal  position  of  the  uterus. 
If  it  is  exaggerated,  the  patient  will  suffer  from  considerable 
irritability  of  the  bladder  until  the  fundus  has  risen  above  the 
brim.  Treatment  will  not  be  necessary,  except,  perhaps,  to 
give  sedatives  for  the  bladder  irritability. 

Retroflexion. — This  is  a  much  more  serious  condition.  In 
the  majority  of  these  cases  there  has  been  a  tendency  to  pos- 
terior displacement  before  impregnation,  but  it  may  be  caused 
by  a  strain  or  blow.  If  there  has  been  a  tendency  to  a  posterior 
displacement  before  impregnation,  then,  as  soon  as  the  uterus 
begins  to  increase  in  weight,  it  sinks  in  the  pelvis  and  the  ten- 
dency to  posterior  displacement  is  increased.  In  aU  cases  of 
prolapse  there  is  more  or  less  posterior  displacement.  The 
weight  of  the  uterus  soon  causes  it  to  fall  back  upon  the 
rectum.  If  the  patient  allow  her  bladder  to  become  over- 
distended,  this  also  pushes  the  fundus  back.  As  the  body  of 
the  uterus  increases  in  size,  the  cervix  becomes  jammed  against 
the  neck  of  the  bladder,  and  emptying  of  the  latter  becomes 
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impossible.  Overdistention  results,  and,  finally,  either  a  con- 
tinuous dribbling  of  urine  from  overflow  comes  on,  or  else  the 
bladder  ruptures.  By  the  beginning  of  the  fourth  month  the 
fundus  uteri  should  be  rising  above  the  brim,  but  as  it  is 
caught  under  the  promontory  this  is  prevented.  It  may  free 
itself  and  rise  above  the  brim,  but,  if  the  bladder  is  overdis- 
tended,  this  is  hardly  likely  to  occur.  If  the  ovum  does  not 
perish,  but  goes  on  growing,  more  and  more  pressure  is  made 
upon  the  perineum,  and  it,  as  well  as  the  posterior  uterine 
wall,  may  begin  to  slough.  A  portion  of  the  uterus  may  grow 
above  the  brim,  while  the  incarcerated  portion  remains  jammed 
in  the  pelvis.  An  al^ortion  may  occur,  but,  from  the  position 
of  the  cervix,  the  uterus  has  great  difficulty  in  emptying  itself, 
so  that  the  contents  are  liable  to  be  retained.  If  the  urine 
becomes  septic,  the  infection  may  spread  to  the  kidneys. 

Signs  and  Symptoms. — The  patient  complains  of  pain  in  the 
back  and  bearing  down.  Difficulty  in  micturition  comes  on, 
after  a  time  she  is  unable  to  empty  her  bladder,  and  finally  the 
urine  begins  to  dribble  away.  As  the  bladder  distends,  a  tumour 
manifests  its  presence  in  the  abdomen.  The  patient  probably 
has  considerable  difficulty  in  walking. 

Diagnosis. — Whenever  a  woman  complains  of  dribbling  of 
urine  in  the  early  months  of  pregnancy,  one  should  at  once 
suspect  a  posterior  displacement  of  the  uterus.  If  the  bladder 
is  distended,  a  pyriform  tumour,  much  larger  than  the  uterus 
should  be  at  the  time  of  pregnancy  which  she  has  reached,  will 
be  felt  in  the  abdomen.  A  vaginal  examination  will  reveal  a 
rounded  cystic  swelling  in  the  posterior  part  of  the  pelvis. 
The  cervix  is  usually  to  be  felt  high  up  behind  the  symphysis 
pubis. 

Prognosis. — If  the  case  is  early  recognised  and  properly 
treated,  there  should  be  no  particular  risk  to  either  mother 
or  fcBtus,  but,  if  the  condition  is  "  left  to  nature,"  it  becomes 
a  very  serious  complication  of  pregnancy. 
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Treatment. — In  an  eaaiy  case  without  distention  of  the 
l)ladder,  the  uterus  should  be  replaced  at  once,  and  a  suitable 
pessary  inserted.  When  the  bladder  is  distended,  it  should 
first  be  relieved  by  catheter,  with  the  precautions  already 
stated.  In  some  cases  the  uterus  may  be  replaced  at  once, 
but  it  is  generally  necessary  to  delay  reposition  until  next 
day.  The  bowels  should  be  thoroughly  cleared  out,  and  the 
bladder  completely  emptied  before  attempting  the  operation. 
To  faciUtate  matters  chloroform  should  be  given.  The  fundus 
may  be  pushed  up  by  two  fingers  in  the  vagina,  but  by  passing 
them  into  the  rectum  you  get  better  leverage  on  the  posterior 
wall.  If  the  cervix  is  caught  with  forceps,  and  pulled  down 
at  the  same  time,  replacement  will  be  facilitated.  By  placing 
the  patient  in  the  knee-elbow  position  you  may  assist  matters. 
When  the  uterus  is  replaced,  an  Albert  Smith  or  Hodge,  or 
a  ring  pessary  should  be  inserted.  It  is  well  to  administer  an 
opiate  to  prevent  uterine  action  being  set  up.  The  pessary 
can  be  taken  out  in  about  two  months'  time,  when  the  uterus 
has  risen  well  into  the  abdomen. 

You  may  fail  to  replace  a  badly  incarcerated  uterus.  Then 
you  must  either  lessen  the  bulk  by  passing  a  sound  in  and 
rupturing  the  ovum,  or  by  puncturing  through  the  posterior 
uterine  wall  and  drawing  off  the  liquor  amnii  ;  or  else  you 
must  relieve  the  condition  from  above,  by  opening  the  abdomen 
and  drawing  the  uterus  out  of  the  pelvis.  The  latter  method 
is  preferable  to  the  former,  as  the  pregnancy  would  not 
necessarily  be  interrupted.  The  operation  has  now  l)een  done 
several  times  with  success. 

Of  the  many  cases  I  have  seen,  the  following  two  may  be 
given  as  differing  somewhat  from  the  usual  run. 

(3'a5g  X — A  multipara,  pregnant  for  the  third  time,  came  to 
me  complaining  of  severe  pain  in  the  back,  and  inability  to 
pass  urine,  and  she  also  stated  that  something  was  coming 
down.      She  was  three  and  a  half  months  pregnant.      Dribbling 


COMPLICATIONS  OF  PREGNANCY.  85 

of  urine  had  not  commenced,  as  retention  had  only  existed  for 
a  few  hours.  The  patient,  who  had  been  dosing  herself 
heavily  with  quack  medicines,  certified  to  remove  all  female 
obstructions,  was  terribly  afraid  that  she  had  done  herself 
some  serious   mischief. 

On  examining  the  abdomen  I  found  the  bladder  distended, 
and,  per  vaglnavi,  the  elongated  anterior  lip  of  the  cervix  pro- 
truding from  the  vulva,  while  the  retroflexed  body  of  the 
uterus  lay  low  down  in  the  posterior  fornix.  The  uterus  was 
not  only  retroflexed  but  it  was  considerably  prolapsed.  The 
urine  was  drawn  off,  and  the  patient  was  instructed  to  have 
her  bowels  well  cleared  out,  and  to  take  no  food  the  following 
morning.  Under  chloroform,  after  the  bladder  was  emptied, 
reposition  was  easy  by  drawing  down  the  cervix  and  tilting 
up  the  fundus  through  the  rectum.  A  large  sized  Albert 
Smith  pessary  was  inserted,  and  a  morphia  suppository  ad- 
ministered to  quieten  uterine  action.  A  few  days  later  the 
pessary  was  expelled  while  straining  at  stool,  but  the  retro- 
flexion did  not  recur.  A  large  ring  was  inserted,  and  left  in 
for  two  months,  and  there  was  no  further  trouble. 

Case  II.— k  multipara,  aet.  twenty-four  years,  was  brought 
into  the  hospital  with  a  temperature  of  102°  F.  and  very 
feeble  running  pulse.  She  stated  that  for  six  weeks  she  had 
had  a  nasty  watery  discharge  from  the  vagina.  She  thought 
she  was  six  months  pregnant. 

On  examining  her,  the  abdomen  was  found  to  be  distended 
by  a  tumour  extending  as  high  as  the  umbilicus.  It  was 
tender.  A  very  foul  discharge  was  coming  from  the  vagina, 
and  on  passing  the  fingers  in,  a  portion  of  the  uterus  was 
found  incarcerated  in  the  pelvis.  On  passing  a  catheter  several 
pints  of  frightfully  stinking  urine  were  drawn  off.  From 
the  odour,  the  organism  in  tlie  urine  was  judged  to  be  the 
bacillus  coh.  The  incarcerated  portion  of  the  uterus  was 
raised  without  much  difficulty.      The    membraues    were   evi- 
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dently  ruptured  and  the  foetus  macerated.  The  patient  had 
become  so  collapsed  that  we  had  to  give  her  a  large  saline 
injection,  and  freely  stimulate  her  with  strychnine.  I  had 
intended  to  wash  the  bladder  out  and  leave  some  lioracic 
solution  in  it,  but  she  became  so  collapsed  I  did  not  attempt 
this.  Next  morning,  I  was  agreeably  surprised  to  find  she  had 
rallied,  and  that  her  temperature  was  normal.  The  bladder 
was  washed  out  and  a  considerable  amount  of  blood  was  found 
in  it.  She  was  put  upon  urotropin  with  daily  irrigation  of  the 
bladder.     The  septic  condition  of  the  urine  quickly  improved. 

The  foetus,  which  had  evidently  been  dead  for  some  time, 
was  expelled  six  days  after  admission,  and  as  the  placenta 
was  adherent,  chloroform  was  administered  to  remove  it.  The 
patient  again  collapsed,  and  for  some  hours  she  was  practically 
pulseless,  but  with  saline  and  strychnine  injections  she  again 
ralUed.  The  urine  was  now  clear  and  the  bladder  irrigation 
was  discontinued.  She  was  able  to  pass  ui'ine  herself.  On 
the  tenth  day  after  the  miscarriage,  she  voided  several  ounces 
of  almost  pure  pus.  although  the  urine  had  been  quite  clear 
for  days.  It  looked  as  if  an  abscess  in  the  bladder  wall  had 
burst,  but  on  investigating  matters  I  found  that  the  uterus 
had  again  become  retrofiexed,  as  soon  as  it  had  involuted 
sufficiently  to  come  below  the  promontory.  On  passing  a 
catheter,  clear  mine  was  got  at  first,  and  then  the  residual 
urine  loaded  with  pus.  The  bladder  was  again  washed  out. 
The  patient,  unfortunately,  refused  to  allow  the  uterus  to  be 
replaced  and  left  the  hospital. 

For  six  weeks  before  admission  she  had  had  dribbUng  of 
urine,  but  for  how  long  the  urine  had  been  septic  we  could  not 
judge.  I  fully  expected  that  the  kidneys  would  have  been 
affected,  l)ut  they  seemed  to  have  escaped.  The  mucous 
membrane  of  the  bladder  must  have  been  badly  affected,  as 
considerable  quantities  of  it  came  away  in  shreds,  each  time  of 
washing  out, 
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Pelvic  Adhesions. — If  a  patient  has  had  an  attack  of 
pelvic  inflammation  prior  to  impregnation,  and  adhesions  have 
been  left  behind,  she  will  be  almost  sure  to  suffer  more  or 
less  pain  during  the  pregnancy.  The  pain  is  caused  by  the 
stretching  and  tearing  up  of  the  adhesions  which  must  occur 
as  the  uterus  rapidly  grows.  If  the  adhesions  are  many  and 
the  uterus  badly  bound  down,  the  suffering  will  be  great,  and 
an  abortion  is  Hkely  to  occur.  I  have  seen  this  in  more  than 
one  instance.  In  cases  of  ventro-  or  vagino-fixation  of  the 
uterus  the  adhesions  must  necessarily  stretch,  and  the  patient 
may  suffer  considerably. 

Diagnosis. — Early  in  pregnancy  one  may  be  able  to  make 
out  the  adhesions  per  varjinam,  but  later  on  an  examination 
will  reveal  nothing  but  tenderness  on  pressure.  The  diagnosis 
will  then  have  to  be  made  from  the  history  of  a  previous 
attack  of  inflammation. 

Treatment. — For  the  pain  it  may  be  necessary  to  give  seda- 
tives. 

Rupture  of  the  Uterus. — In  the  great  majority  of  cases  of 
rupture  of  the  uterus  the  accident  occurs  during  labour,  but  it 
occasionally  happens  during  the  later  months  of  pregnancy. 
It  may  be  caused  by  a  severe  crushing  accident,  but  it  is 
wonderful  how  much  violence  may  be  applied  to  the  uterus 
without  causing  it  to  give  way.  The  skull  or  other  bones  of 
the  foetus  may  be  fractured  and  yet  the  uterus  escape  rupture. 
Spontaneous  rupture  may  occur,  in  cases  of  degeneration  of  the 
muscular  fibres  of  the  uterine  wall,  or  at  the  seat  of  a  former 
rupture,  or  at  the  scar  of  a  Caesarian  section.  The  elastic  fibres 
seem  to  be  the  ones  chiefly  affected.  The  rupture  frequently 
occurs  at  the  placental  site,  so  fatal  haemorrhage  is  frequent. 
The  foetus  may  not  entirely  pass  into  the  abdominal  cavity, 
and  in  that  ease  it  will  act  as  a  plug  and  control  the  bleeding. 

Diagnosis. — In  traumatic  cases  the  history  points  to  what 
has  occurred,   but   in  the   spontaneous  oases  this  is  wanting. 
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The  patient  is  collapsed  and  shows  evidence  of  internal  hyem- 
orrhage  pointing  to  the  rupture  of  a  viscus.  If  the  foetus  has 
passed  entirely  into  the  abdominal  cavity,  it  is  easily  palpated, 
and  is  found  free  from  the  uterus.  If  it  is  only  partly  out  of 
the  uterus  it  is  felt  protruding  through  the  uterine  wall. 

Prognosis. — It  is  an  exceedingly  grave  condition. 

Treatment. — Abdominal  section  and  removal  of  the  uterus 
would  be  necessary,  but  one  of  the  other  methods  of  treatment, 
which  will  be  given  in  connection  with  rupture  during  labour, 
might  be  adopted.  In  a  case  of  spontaneous  rupture,  if  the 
uterus  is  not  removed,  the  patient  should  certainly  be  sterilised 
to  prevent  a  recurrence  in  a  future  pregnancy. 
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CHAPTEE  IX. 

COMPLICATIONS  OF  PREGNANCY  (Con  fin  tied). 

Venereal  Diseases — Gonorrhoea — Soft  Chancres — Syphilis — Effect  of  the 
Disease  upon  the  Placenta — Effect  upon  the  Foetus — The  Effect  of 
Injuries  or  Surgical  Operations. 

Venereal  Diseases. 

Gonorrhoea. — There  can  be  no  doubt  that  gonorrhoea  is 
present  in  a  good  many  cases  treated  in  hospital,  especially 
among  the  unmarried.  It  is  impossible  to  say  how  frequent  it 
may  be,  as  it  is  an  exceedingly  difficult  disease  to  diagnose  in  a 
pregnant  woman  unless  the  gonococcus  is  looked  for.  In  bad 
cases  the  vaginitis  and  cystitis  will  show  its  presence,  but 
there  are  many  cases  in  which  the  woman  seems  to  suffer  very 
little  from  it,  and  these  may  be  easily  passed  over.  The  occur- 
rence of  ophthalmia  neonatorum  in  the  child  may  be  the  first 
indication  one  gets,  and  in  hospital  cases  we  are  largely  deprived 
of  this  means  of  diagnosis,  as  the  eyes  of  every  child  are  treated 
preveutatively  as  soon  as  it  is  born.  Yet,  in  spite  of  this,  cases 
do  arise  every  now  and  again. 

The  woman  may  have  had  gonorrhoea  prior  to  conception,  or 
she  may  have  contracted  it  during  the  pregnancy.  If  she  has 
had  it  some  time  prior  to  conception,  the  gonococci  may  have 
invaded  one  of  the  tubes  and  set  up  a  pyosalpinx.  This  may 
prove  very  disastrous  during  the  puerperium  by  setting  up 
septic  peritonitis.  The  ease  recorded  on  page  491  was  probably 
of  that  nature.  There  can  be  no  doubt  that  a  good  manv 
(89) 
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cases  of  sepsis  have  their  origin  in  gonorrhoea.  The  gonococci 
offer  a  very  great  power  of  resistance  to  the  vaginal  bacteria. 

Gonorrhoea!  warts  are  occasionally  seen,  and  they  may  be  so 
large  and  numerous  as  to  obstruct  labour.  They  will  be  so 
foul  and  septic  that  they  may  prove  a  very  serious  source  of 
infection  during  labour  or  the  puerperium.  (See  case  on 
page  251.) 

The  glands  of  Bartholin,  one  or  both,  may  become  affected 
and  suppurate,  causing  the  woman  great  pain.  They  should 
be  dealt  with  either  by  total  extirpation  or  free  incision  and 
drainage. 

When  gonorrhoea  is  recognised  during  pregnancy  it  should 
be  carefully  treated,  even  although  it  is  not  causing  the  woman 
any  inconvenience.  The  risk  will  come  during  the  puerperium. 
The  child's  eyes  must  be  carefully  seen  to,  as  soon  as  the  head 
is  born. 

Treatment. — Astringent  and  antiseptic  douches  may  be  used, 
but  packing  the  vagina  with  powdered  boracic  acid  is  prefer- 
able. Douching  during  pregnancy  is  somewhat  risky,  as  uterine 
action  may  be  set  up.  When  warts  are  present,  they  should  be 
carefully  excised  and  the  wounds  stitched. 

Soft  Chancres. — Among  a  certain  class  these  are  occasion- 
ally seen.  They  will  be  very  foul  and  septic,  and  if  present  at 
the  time  of  labour  will  prove  a  very  serious  source  of  infection. 

Treatment. — Cauterise  them  freely  with  fuming  nitric  acid 
and  dress  with  iodoform.  If  they  are  present  at  the  time  of 
lal^our  nitric  acid  can  hardly  be  used,  biit  they  should  be  very 
thoroughly  swabbed  all  over  with  pure  carbolic,  after  the  vagina 
has  been  as  well  disinfected  as  possible. 

Syphilis. — If  a  woman  has  had  syphilis  a  short  time  prior 
to  conception,  the  foetus  is  sure  to  be  affected.  If,  on  the  other 
hand,  the  disease  is  acquired  during  gestation,  the  foetus  may 
escape,  especially  if  the  infection  has  occurred  late  in  pregnancy, 
but  in  many  cases  it  is  affected.     If  the  father  of  the  child  is 
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suffering  from  the  disease  in  a  latent  form,  the  foetus  will  be 
affected  and  the  mother  may  show  no  indications  of  the  disease. 
The  woman's  system  will  be  rendered  immune  to  the  disease, 
at  least  in  so  far  that  in  nursing  her  own  syphilitic  child  it 
will  not  infect  her,  while,  if  the  same  child  were  allowed  to  suck 
a  non-syphilitic  wet  nurse,  the  nurse  would  contract  the  disease 
from  it.  The  mother  may,  however,  be  infected  through  the 
utero-placental  circulation  and  have  the  usual  manifestations  of 
the  disease. 

After  a  certain  length  of  time  the  disease  will  lose  its  power 
of  transmission  by  either  parent,  but  how  long  that  time  may 
be  has  not  been  definitely  settled.  It  probably  varies  in  differ- 
ent individuals.  Fournier  gives  four  years  as  the  maximum, 
but  cases  have  been  recorded  in  which  ten  or  twelve  years  have 
elapsed  and  yet  a  syphihtic  infant  was  begot. 

Primary  syphilis,  when  acquired  at  the  time  of  conception, 
may  assume  a  virulent  type,  and  cause  considerable  ulceration 
of  the  labia  and  vagina.  If  the  chancre  or  mucous  patches 
should  be  present  at  the  time  of  labour,  they  would  be  a  very 
dangerous  source  of  infection. 

The  chief  risk,  however,  is  not  from  this,  but  from  the  effect 
the  disease  has  upon  the  deciduae  and  uterine  contents.  The 
result  is,  that  in  a  large  number  of  cases  the  pregnancy  ends  in 
an  abortion,  miscarriage,  premature  labour,  or  labour  at  full 
time  witli  a  macerated  foetus.  A  patient  who  has  no  anti- 
syphilitic  treatment  may  have  several  al)ortions  or  premature 
labours,  a  little  later  each  time,  until  finally  the  disease,  as  it 
were,  works  itself  out,  and  a  live  child  is  born  at  full  time. 

Effect  of  the  Disease  upon  the  Placenta. — Both  the 
maternal  and  foetal  portions  of  the  placenta  are  affected.  To 
the  naked  eye,  syphilitic  placentae  may  differ  considerably, 
according  to  whether  the  child  is  dead  or  alive.  If  the  child 
has  been  dead  for  some  time  the  pla.centa  may  be  almost  white 
and  soft  to  the  feel,     If  the  child  is  alive  and  at  full  time  the 
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placenta  will  be  thick  and  of  a  pinkish  colour  from  the  greatly 
thickened  maternal  part.  There  are  often  haemorrhages  into 
its  substance,  more  or  less  organised.  Calcareous  degenera- 
tion is  also  common,  and  sometimes  large  fibrous  masses  are 
found. 

Microscopic  section  of  tlie  villi  will  show  that  they  are 
increased  in  size,  and  distorted  in  shape,  from  infiltration  with 
granulation  cells.  The  epithelial  covering  will  also  be  degen- 
erated. The  vessels  in  the  villi  may  be  completely  blocked. 
In  the  maternal  portion  there  will  be  an  enormous  overgrowth 
and  degeneration  of  the  decidual  cells,  which  will  encroach  upon 
the  intervillous  spaces. 

According  to  Frankel,  the  seat  and  extent  of  the  lesion  varies 
with  the  manner  and  time  of  infection.  If  it  is  a  sperm  infec- 
tion, i.e.,  from  the  father,  the  villi  will  be  affected  wnth  granula- 
tion cell  infiltration  and  degeneration  of  their  epithehal  covering. 
If  the  mother  is  infected  at  the  same  time,  the  decidute  as  well 
as  the  villi  will  be  affected.  If  the  woman  is  syphihtic  before 
impregnation,  the  decidual  will  be  chiefly  affected.  In  infection 
in  the  later  months  of  pregnancy  the  placenta  may  remain 
unaffected. 

Effect  upon  the  Foetus. — The  disease  may  so  affect  the 
deciduae  and  placenta  as  to  cause  the  very  early  death  of  the 
ovum.  In  the  foetus  itself  the  disease  manifests  itself  in  many 
ways.  There  may  be  bullous  eruptions  on  the  skin.  I  have 
seen  a  case  in  which  these  were  present  on  the  hands  and 
feet,  and  full  of  pus  at  the  time  of  birth.  Condylomata  and 
inflammation  of  the  mucous  and  serous  membranes  are  often 
present.  There  may  be  gummatous  deposits  in  various 
organs  and  tissues  of  the  bodies  and  a  characteristic  osteitis, 
and  osteo-chondritis.  The  dividing  line  between  the  epiphysis 
and  shaft  will  be  broad  and  jagged,  and  yellow  in  colour.  This 
is  due  to  premature  ossification  which  has  ended  in  necrosis 
and  suppuration.     The  liver  may  be  enormously  enlarged,  so  as 
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to  fill  the  greater  part  of  the  abdominal  cavity.  Ascites  is 
common  and  many  adhesions  may  be  fomid  in  the  abdomen. 

In  many  cases  at  birth  the  child  may  show  no  external 
indications  of  the  disease,  but  in  a  few  days — at  longest  within 
tlivee  weeks— they  begin  to  appear  in  tlie  form  of  snuffles, 
:i  coppery  coloured  rash  (first  about  the  buttocks,  but  soon 
becoming  general),  mucous  patches  in  the  mouth  and  about 
tlie  anus,  etc.  Sometimes  a  bullous  eruption  of  pemphigus 
appears  instead  of  the  coppery  erythema.  The  child  will  soon 
l^egin  to  pine  away  and  if  not  promptly  treated  will  soon  die. 
In  many  cases  the  child  will  be  puny  and  ill-developed. 

Prognosis.  —  Pregnancy  is  influenced  most  unfavourably 
by  syphilis.  If  untreated  the  disease  proves  fatal  to  the 
majority  of  the  foetuses.  Fortunately  the  disease  is  most 
amenable  to  treatment,  and,  if  the  patient  will  only  undergo 
regular  treatment  during  the  whole  pregnancy,  she  will  probably 
go  to  full  time  and  give  birth  to  a  live  child. 

Treat  moit. — Mercury  alone  or  combined  with  iodide  of 
potash  should  be  given  continuously  throughout  the  whole 
pregnancy.  In  the  earlier  months  the  patient  should  be 
extra  careful  not  to  exert  herself  at  the  times  corresponding 
to  her  menstrual  periods,  as  she  is  very  liable  to  abort  at  these 
times.  Both  parents  should,  if  possible,  be  put  under  treatment, 
but  one  has  to  be  very  cautious  in  attempting  this  or  trouble 
may  be  caused. 

Case. — Mrs.  C,  aet.  twenty-two,  iii.-para,  had  given  birth 
to  two  stillborn  macerated  syphilitic  children  before  she  was 
twenty-one.  She  showed  no  indications  of  the  disease  herself, 
and  said  she  had  never  had  a  rash,  but  there  was  no  doubt 
about  the  condition  of  the  foetuses.  I  did  not  care  to  interrogate 
the  husband,  as  I  knew  it  would  cause  trouble.  As  Mrs.  C. 
was  extremely  anxious  to  have  a  live  child,  she  consented  to 
undergo  treatment  in  the  event  of  again  becoming  pregnant. 
She  took  a  mixture  of  liq.    hydnirg.   perchlor.   and  pot.  iodidi. 
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continuously  throughout  the  thhd  pregnancy  and  went  to  full 
time.  At  birth  the  child  seemed  perfectly  healthy,  but  it  may 
yet  develop  slight  manifestations  of  the  disease.  I  have  seen 
this  in  some  cases. 

The  Effect  of  Injuries  or  Surgical  Operations. 

Injuries  to  any  part  of  the  body  other  than  the  uterus  may 
cause  a  termination  of  the  pregnancy  through  shock,  but  this 
does  not  invariably  happen.  Even  a  very  serious  blow  upon 
the  uterus,  sufficient  to  cause  fracture  of  the  skull  or  long 
bones  of  the  foetus,  may  not  bring  on  uterine  action.  Neurotic 
women  are  more  liable  to  be  affected  by  shock  than  others. 

Surgical  operations  are  not  contra-indicated,  but  those  on 
any  part  connected  with  the  pelvic  organs  should  be  postponed, 
if  possible,  until  some  time  after  delivery,  or  until  the  child  is 
viable,  so  that  if  a  premature  labour  comes  on  the  child  may 
be  saved.  Operations  on  the  uterus,  tubes  or  ovaries  are  an 
exception  to  this,  as  they  should  be  done  as  early  as  possible 
in  pregnancy,  to  allow  of  the  abdominal  cicatrix  becoming  firm 
before  labour  comes  on.  If  sepsis  is  avoided,  the  risk  to  the 
pregnancy  is  not  very  great,  even  in  operations  upon  the  uterus 
itself.  Fibroid  tumours  have  been  enucleated  from  the  uterus 
without  interrupting  gestation. 

Naturally  one  would  avoid  operating  during  pregnancy,  if 
delay  would  not  in  any  way  endanger  the  patient.  If,  on  the 
other  hand,  the  patient  would  suffer  from  delay,  the  operation 
should  be  undertaken  without  hesitation.  To  lessen  shock  an 
anaesthetic  should  be  used,  even  in  comparatively  small  opera- 
tions like  the  extracting  of  teeth. 
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COMPLICATIONS  OF  PREGNANCY  (Cunfinued). 

Specific  Fevers  as  a  Complication  of  Pregnancy — Small-pox — Cases — 
Typhus  —  Cases  — ■  P^uteric — Cases— Plague — Case — Scarlet  Fever — 
Cases — Diphtheria — Measles — -Cases — Influenza — Case. 

Specific  Fevers  as  a  Complication  of  Pregnancy. 

I  am  indebted  to  Dr.  Browulee,  Superintendent  of  Belvidere 
Fever  Hospital,  for  notes  of  the  following  cases  of  small-pox, 
typhus,  and  enteric  fever,  occurring  in  pregnant  women.  As 
I  have  had  little  or  no  experience  in  dealing  with  such  cases, 
my  remarks  must  be  general,  and  based  upon  the  experience 
of  others. 

Small-pox. — Small-pox,  especially  in  its  virulent  form,  is 
said  to  have  the  most  disastrous  results  upon  pregnancy  of  any 
of  the  fevers.  Mild  attacks  may  not  affect  the  pregnancy  at 
all,  l)ut,  if  the  attack  has  been  severe,  an  abortion  or  miscarriage 
is  very  likely  to  occur.  The  miscarriage  may  occur  during 
convalescence.  The  foetus  may  contract  the  disease  in  iitero, 
and  may  be  born  with  the  eruption  upon  it,  or  the  eruption  may 
appear  within  a  few  days  of  its  birth.  If  the  woman  passes 
safely  through  the  attack,  and  goes  to  full  time,  the  child, 
although  it  shows  no  indication  of  having  had  the  disease  in 
utero,  will  probably  be  immune  to  vaccination.  In  1901  I 
did  a  Caesarian  section  on  a  patient  seven  weeks  after  her  dis- 
(95) 
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charge  from  the  Small-pox  Hospital.  She  had  had  a  very  mild 
attack.  The  child  showed  no  indications  of  having  had  the 
disease,  but  three  attempts  at  vaccination  proved  unsuccessful. 
In  a  second  case,  also,  recently  confined  in  the  hospital,  a  few 
weeks  after  an  attack  of  small-pox,  vaccination  of  the  child  was 
unsuccessful.  The  mother  in  this  case  had  had  a  very  severe 
attack. 

Prognosis. — In  severe  attacks,  the  pregnancy  is  very  likely  to 
be  interrupted,  and  the  danger  to  the  woman  is  very  great.  In 
milder  attacks,  there  is  a  considerable  risk  of  the  pregnancy 
being  interrupted,  and  this  increases  the  danger,  but  expulsion 
of  the  uterine  contents  does  not  invariably  happen. 

Treatinent. — The  usual  treatment  must  be  adopted,  and  if  the 
uterine  contents  are  expelled,  the  utmost  care  must  be  taken 
to  prevent  septic  infection,  and  to  insure  that  the  uterus  is 
thoroughly  emptied. 

Case  I.  Abortion  between  the  Third  and  FourtJi  Months 
diirinfj  Convalescence  from  Small-pox. — Mrs.  B.,  aet.  thirty- 
three,  a  multipara,  was  seized  with  sickness,  headache,  and 
rigor  on  7th  April.  The  eruption  began  on  the  9th  with  two 
papules  on  the  fingers  and  one  or  two  on  the  arms.  Her 
son  had  been  admitted  to  the  Fever  Hospital  eleven  days 
before,  and  she  had  been  revaccinated  two  days  later.  The 
vaccination  had  taken  satisfactorily.  She  said  she  had  been 
vaccinated  in  infancy,  but  the  mark  was  very  indistinct. 
When  she  was  admitted,  on  the  10th  April,  the  eruption  wa^ 
beginning  to  show  on  the  back.  She  was  about  four  months 
pregnant. 

The  eruption  became  fairly  abundant,  and  ran  its  full 
course. 

30th  April. — The  patient  was  up,  feeling  fairly  well,  but  com- 
plained of  some  pain  in  her  back.  Next  day  the  pain  in  the 
back  was  worse,  and  the  uterus  expelled  its  contents.  The 
abortion  seemed  complete. 
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3rd  May. — The  temperature  rose  to  100"  F.  An  intra- 
uterine douche  was  given,  and  the  temperature  rose  to  104"  F., 
but  on  the  morning  of  the  (3th  it  had  fallen  to  99"  F.,  rising 
again  in  the  evening  to  101 '8°  F. 

7th  May. — An  intra-uterine  douche  was  given,  as  the  tem- 
perature was  still  up.     The  discharge  was  not  foetid. 

10th  May. — The  uterus  was  curetted  and  douched,  but  there 
was  very  little  to  remove. 

12th  May. — -The  temperature  was  102'2°  F.,  but  the  patient 
maintained  that  she  felt  quite  well.  There  was  decided  dulness 
to  percussion,  and  resistance,  but  no  tenderness  in  the  left  iliac 
fossa. 

20th  May. — The  temperature  has  continued  to  rise  to  100° 
or  101°  F.  The  cervix  was  found  low  down,  with  little  or  no 
mobility  of  the  uterus,  and  there  was  well-marked  resistance  in 
the  posterior  and  left  fornix.  Ichthyol  tampons  were  used 
daily. 

24th  May. — An  abscess  had  suddenly  formed  in  the  left 
groin.     It  was  incised  and  drained. 

10th  June. — The  incision  had  healed.  Per  vcujinam,  the 
resistance  in  the  left  fornix  had  almost  entirely  disappeared. 
There  was  some  resistance  in  the  pouch  of  Douglas,  but  no 
tenderness.     The  uterus  was  quite  movable  and  involuted. 

The  patient  was  dismissed  well  on  21st  June. 

The  risk  to  this  patient  w-as  undoubtedly  very  much  increased 
by  the  abortion  and  subsequent  celluUtis.  Instead  of  being  in 
hospital  about  a  month,  as  she  would  have  been  if  she  had  not 
aborted,  she  had  to  remain  nearly  two  and  a  half  months. 

Case  II.  Miscarriage  at  the  Sixth  Month. — Mrs.  McL.,  aet. 
thirty-nine,  multipara.  The  patient  considered  herself  pregnant 
al)out  six  months.  Her  last  three  pregnancies  had  resulted  in 
two  early  miscarriages,  and  the  third  in  a  dead-born  child, 
about  two  years  ago. 

She  had  been  seized  with  shivering,  sickness  and  vomiting 
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on  11th  February,  and  the  eruption  had  appeared  on  the  14th. 
She  was  admitted  on  the  15th.  The  rash  was  pretty  abundant 
and  discrete  on  the  18th  ;  papulo-vesicular  and  pustular,  with 
considerable  erythema  between  the  spots.  It  was  fairly  evenly 
distributed  over  the  face,  scalp,  back,  arms  and  legs,  also  on 
the  palms  and  soles.  There  were  some  papules  on  her  tongue. 
Her  vaccination  mark  was  very  doubtful. 

7th  March. — Pains  began  suddenly,  and  on  examination  the 
OS  was  found  to  be  about  the  size  of  a  florin  and  the  membranes 
tense.  The  foetus  was  expelled  at  6.30  a.m.  on  the  8th.  The 
placenta  was  removed  from  the  vagina,  and  there  was  little 
bleeding.  Her  puerperium  was  quite  normal,  and  she  was 
dismissed  well  on  29th  March. 

The  miscarriage  had  no  bad  effect  in  this  case.  She  seemed 
prone  to  miscarry,  so  there  was  httle  chance  of  her  pregnancy 
continuing. 

Typhus. — In  the  present  day  typhus  is,  generally  speaking, 
a  rare  disease,  but,  in  Glasgow,  small  localised  epidemics  are 
still  not  very  uncommon.  In  the  early  days  of  the  Maternity 
Hospital  a  good  many  cases  were  dealt  with,  especially  in  the 
outdoor  department.  The  pregnancy  is  very  Hable  to  be  inter- 
rupted, and  the  risk  to  the  woman  is  very  great.  The  high 
temperature  alone  may  have  a  deleterious  effect  upon  the  foetus, 
but  I  should  think  it  is  the  typhus  poison  which  actually  causes 
its  death. 

Case  I.  Abortion  of  a  FlesJiy  Mole. — Mrs.  M.,  set.  twenty- 
seven,  v.-para  ;  amenorrhoea  for  four  months.  Admitted  6th 
December. 

The  patient  had  been  ill  about  a  week  with  general  malaise, 
headache,  pains  all  over  and  feverishness.  The  bowels  were 
constipated,  and  she  had  been  sick  and  vomiting.  Her  tem- 
perature was  103°  F.,  pulse  112,  and  respiration  36. 

7th  December. — She  had  not  slept,  and  was  much  troubled 
with   a   cough.      The   bowels   had    moved,   shght,   constipated 
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motion  ;  temperature  103'6^  F.,  pulse  114,  and  respiration  32. 
Her  face  was  somewhat  dull  and  flushed  generally,  eyes  slightly 
injected,  pupils  small.  She  was  quite  sensible,  and  complained 
only  of  headache  and  cough.  Her  tongue  was  dry  and  slightly 
coated. 

Basil. — On  the  arms  there  was  slight  general  erythema,  and 
a  few  spots  appeared.  On  the  trunk  only  a  few  spots,  macula, 
fading  on  pressure,  reddish  in  colour  ;  on  the  feet  only  a  few 
spots. 

The  heart  sounds  were  good  in  quahty,  and  the  pulse  good. 
Some  rfiles  were  audible  at  the  base  of  the  lungs. 

The  urine  was  dark,  straw-coloured,  acid,  and  contained  a 
distinct  trace  of  albumin. 

8th  December. — Had  passed  a  better  night  after  getting 
bromide.  At  noon  her  bowels  moved  freely,  and  she  began  to 
pass  blood,  and  clots  from  the  vagina  in  considerable  quantity. 
Per  vaginam  the  os  was  felt  slightly  dilated,  but  nothing  but 
clot  could  be  felt. 

9th  December. — As  there  was  again  some  bleeding,  the  vagina 
was  plugged.  The  patient  felt  much  better.  There  was  very 
little  evidence  of  a  rash,  and  the  tongue  was  moist.  The  tem- 
perature last  night  was  103°  F.,  and  this  morning  101  "2°  F. 
She  looked  much  brighter.  In  the  evening  the  plugs  were 
removed,  and  the  uterus  was  cleared  of  a  mass  about  the  size 
of  a  hen's  egg.  This  was  evidently  a  fleshy  mole.  There  w^as 
no  bleeding.  After  that  she  did  very  well,  although  the  vaginal 
discharge  was  foetid.  The  temperature  varied  between  99'6° 
and  102*8°  F.  for  a  few  days. 

She  was  dismissed  well  on  22nd  January. 

Case  II.  Incomplete  Abortion. — K.  H.,  single,  aeb.  twenty- 
three  ;  length  of  amenorrhoea  not  stated. 

This  patient  was  admitted  on  28th  January  in  the  second 
day  of  her  illness.  Her  temperature  was  102'6°  F.,  pulse  104, 
and  respirations  28. 
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29th  January. — The  patient  was  verj-  bright,  and  stated  that 
her  headache  and  pains  had  improved.  Her  tongue  was  moist, 
and  there  was  no  rash.  Her  heart  sounds  were  normal  and 
her  lungs  clear.  There  was  a  slight  trace  of  albumin  in  her 
m'ine.     Her  spleen  was  enlarged  4^  by  Sh  in. 

31st  January. — Her  headache  was  bad  again.  Her  face  was 
suffused. 

2nd  February. — -She  complained  of  abdominal  pain  and  pain 
in  the  back.  A  placental  mass,  and  a  portion  of  membrane, 
were  expelled  from  the  uterus. 

4th  February. — The  face  and  conjunctivae  had  become 
suffused.  The  patient  was  dull  and  stupid,  with  muttering 
delirium.  The  tongue  was  dry  and  brown  in  the  centre.  The 
rash  had  appeared.  Her  pulse  was  very  feeble,  and  there  was 
now  some  bronchitis  present.  The  vaginal  discharge  was  foetid, 
but  douching  soon  put  it  right. 

19th  February.  — -  She  was  now  convalescing  favourabl_y. 
The  muttering  delirium  had  lasted  about  a  week.  The  bron- 
chitis had  cleared  up,  and  the  cardiac  weakness  yielded  to 
treatment.  There  was  no  further  development  of  the  rash. 
She  was  dismissed  well. 

From  the  description,  it  would  seem  that  this  patient  was 
suffering  from  an  incomplete  abortion  at  the  time  of  ad- 
mission. 

Enteric  Fever. — This  is  the  fever  of  which  we  see  most 
cases  in  our  hospital.  We  usually  have  several  cases  each 
3'ear.  The  patients  come  to  us  in  labour,  with  a  history  of 
having  been  out  of  sorts  for  a  week  or  two.  The  temperature 
is  found  to  be  raised  and  the  pulse  quickened,  but  beyond  that 
there  may  be  nothing  definite.  The  bowels  are  usually  con- 
stipated. After  the  labour  is  over  the  temperature  remains 
high,  and  diarrhoea  probably  begins.  The  rash  over  the 
abdomen  is  hardly  ever  seen,  as  the  striae  mask  it.  It  is  ex- 
tremely difficult  to  distinguish  the  condition  from  one  of  sepsis. 
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Diarrhoea  and  enlargement  of  the  spleen  are  common  to  both. 
The  Widal  test  is  most  useful.  If  a  good  reaction  is  got,  one 
may  be  pretty  confident  the  case  is  one  of  enteric.  In  all  cases 
of  fever  during  the  puerperium,  where  there  is  the  least  sus- 
picion of  enteric,  the  Widal  test  should  be  applied.  Sepsis  is 
very  liable  to  arise.  In  two  of  my  cases  the  Widal  reaction 
was  obtained  from  the  infant's  blood. 

Expulsion  of  the  uterine  contents  occurs  in  about  three- 
quarters  of  the  cases,  and  it  is  only  in  very  mild  attacks  that 
the  pregnancy  is  not  interrupted.  I  do  not  consider  the  prog- 
nosis as  regards  the  woman  any  worse  than  in  non-pregnant 
cases. 

Case  I.  Abortion. — J.  McM.,  aet.  thirty.  Length  of  amen- 
orrhoea  not  stated. 

This  patient  was  admitted  on  3rd  February.  She  had  been 
ill  for  ten  days  with  sickness,  headache,  backache,  diarrhoea 
and  abdominal  pain.  She  had  been  confined  to  bed  for  eight 
days.  Her  temperature  was  104°  F.,  pulse  112,  and  respirations 
2.S.  Her  skin  was  pale  generally,  and  there  was  an  abundant 
crop  of  very  typical  rose  spots.  Her  pupils  were  dilated,  the 
tongue  dry,  hard  and  brown,  with  transverse  cracks.  The 
abdomen  appeared  normal,  but  she  complained  of  pain  low 
down  in  the  right  iliac  region,  and  there  was  tenderness  on 
pressure.  The  spleen  was  markedly  enlarged  ;  its  lower  edge 
at  the  costal  margin. 

The  heart  sounds  were  pure,  but  feelile.  The  lungs  were 
clear. 

There  was  a  vaginal  discharge,  which  had  been  going  on  for 
a  (lay  or  two,  and  was  supposed  to  be  menstrual. 

The  disease  ran  a  fairly  typical  course.  The  vaginal  dis- 
charge continued,  and  on  the  Idth,  the  twenty-second  day  of 
ilie  illness,  a  rounded  mass  about  the  size  of  a  large  walnut 
was  expelled  from  the  vagina.  The  abortion  was  quite  com- 
jjiete,     A  couple  of  days  later  the  temperature  fell  to  normal. 
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There  had  been  retention  of  urine  for  some  days  previous  to 
the  abortion,  and  the  urine  had  become  ammoniacal.  The 
bladder  required  to  be  washed  out.  She  was  dismissed  quite 
well  on  31st  March. 

From  the  description  of  the  mass  expelled,  the  abortion  must 
have  been  an  early  one. 

Case  II.  Abortion. — Mis.  B.,  multipara.  Amenorrhoea  of 
about  three  months. 

This  patient  was  admitted  to  hospital  on  18th  April,  three 
weeks  after  the  onset  of  her  illness.  She  had  been  confined  to 
bed  for  a  week.  Deafness  had  manifested  itself  four  days 
before  admission.  Her  bowels  were  constipated.  She  stated 
that  she  had  been  suckling  a  child  for  three  years,  and  that  her 
last  menstrual  period  had  been  in  January,  but  a  flow  of  blood 
had  commenced  just  before  admission.  She  had  had  enteric 
fever  when  six  years  old. 

Her  temperature  was  101 '6  F.,  pulse  128,  and  respira- 
tion 46. 

The  patient  looked  very  ill.  The  tongue  was  clean  but  dry, 
and  brownish  in  colour.  The  pulse  was  quick,  soft,  and  some- 
what irregular.  The  abdomen  was  distended  and  tympanitic, 
but  there  was  no  gurgling  or  tenderness.  The  spleen  was  not 
palpable.  No  rose  spots  were  seen.  The  heart's  action  was 
weak,  but  there  were  no  murmurs.  In  the  lungs  rales  were 
distinctly  heard.  Vaginal  examination  gave  evidence  that  an 
abortion  had  occuiTed. 

Next  morning  some  large  clots  were  expelled  from  the  vagina. 
The  uterus  was  cleared  of  clot  by  the  fingers,  and  an  intra- 
uterine douche  given. 

The  disease  ran  an  ordinary  course,  and  there  were  no  pelvic 
complications.  The  temperature  fell  to  normal  on  7th  May, 
but  four  days  later  it  rose  again  and  kept  up  for  a  week. 
The  patient  had  evidently  had  a  relapse. 

She   was   dismissed   well   on   9th   Julv.      In  this  case  the 
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al)ortion  had  evidently  occurred  before  the  patient  had  reached 
the  hospital,  as  nothing  but  clot  was  found  in  the  uterus. 

Plague. — -Among  the  cases  of  plague  which  occurred  in 
Glasgow  in  1900,  one  of  the  women  patients  was  eight  and  a 
half  months  pregnant.  The  following  is  the  report  of  the  case 
taken  in  full  from  the  report  issued  by  the  Medical  Officer  of 
Health  :— 

"  Premature  Labour. — Mrs.  M.,  twenty,  admitted  15th 
September.  The  duration  of  the  illness  was  a  little  doubtful, 
owing  to  the  difficulty  of  obtaining  an  accurate  history  of  the 
patient  from  her  friends.  It  was,  however,  certainly  under 
forty-eight  hours.  The  onset  had  apparently  been  very 
severe ;  headache,  pain  in  the  back,  diarrhoea,  and  great 
prostration  being  the  most  marked  symptoms.  The  patient 
was  very  much  emaciated,  and  had  undergone  great  priva- 
tions for  some  time  prior  to  admission.  The  face  was  pallid, 
the  lips  dry  and  covered  with  sordes,  and  the  tongue  likewise 
dry,  with  a  brown  fur.  The  temperature  was  102 '6^  F.,  the 
pulse,  which  was  soft  and  rapid,  numbered  140,  and  the 
respirations  40.  The  patient  was  eight  and  a  half  months 
pregnant,  and  on  admission  labour  was  already  in  progress. 
The  only  physical  signs  observed  in  the  lungs  were  some 
subcrepitant  rales  at  both  bases.  There  was  a  large,  indurated, 
and  very  tender  bubo  in  the  left  inguinal  region.  No  rash 
was  observed.  On  the  evening  of  admission  20  c.c.  of  serum 
were  injected  intravenously,  and  20  c.c.  into  the  area  im- 
mediately below  the  left  gi'oin,  so  that  it  might  drain  directly 
into  the  bubo.  At  the  time  of  the  injection  the  temperature 
had  fallen  to  99*6°  F.,  and  the  patient  was  much  collapsed. 
At  4  A.M.  the  OS  was  found  to  be  fully  dilated,  and  as  by  this 
time  the  patient's  general  condition  was  one  of  extreme 
gravity,  instrumental  delivery  was  at  once  effected.  -  The 
child  was  born  asphyxiated,  and  after  much  trouble  was  re- 
suscitated.    No  gross  lesion  of  the  placenta  could  be  observed. 
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After  the  birth  of  the  child  the  patient  rallied  a  little.  The 
temperature  rose  to  103 '8°  F.,  the  tongue  and  lips  became 
cleaner  and  moister,  and  the  patient  expressed  herself  as  feeling 
a  httle  better.  On  16th  September,  20  additional  centimetres 
of  serum  were  injected  subcutaneously  into  the  abdominal  wall. 
During  the  day  the  patient's  state  became  more  and  more 
grave,  and  she  died  at  11.50  p.m.  A  pure  culture  of  the  plague 
bacillus  was  obtained  from  the  bubo  on  admission,  and  also 
from  the  blood.  On  examining  the  bubo  after  death,  no  plague 
bacillary  forms  which  did  not  bear  evidence  of  the  most  pro- 
found degeneration  could  be  discovered,  though  in  the  spleen 
and  other  organs  of  the  body  typical  uncultured  forms  were 
easily  seen." 

Post-mortem  examination,  18th  September,  1900,  by  Dr.  R. 
M.  Buchanan. 

"  External  Appearance. — The  body  is  very  well  developed 
and  well  nourished.  The  abdomen  is  much  distended,  and 
presents  the  greenish  discoloi-ation  of  commencing  putrefac- 
tion. With  this  exception,  the  general  surface  of  the  body  is 
pale.  There  is  a  slight  fulness  observed  over  the  area  of 
Scarpa's  triangle  on  the  right  side. 

"  Chest. — The  heart  is  of  firm  consistence.  Over  a  small 
area  at  the  apex  of  the  left  ventricle  there  is  a  group  of  small 
haemorrhages,  under  the  pericardium,  extending  into  the  muscle 
superficially.  The  muscle  is  slightly  paler  than  normal,  and  a 
sUght  degree  of  cloudy  swelling  is  evident.  The  valvular 
structures  are  normal. 

"  The  lungs  are  hyperaemic  posteriorly  and  oedematous. 

"  Abdo77ien. — The  hver,  spleen  and  kidneys  are  hyperaemic. 

"  The  uterus  in  its  form,  size  and  position  is  characteristic  of 
recent  delivery.  It  is  firmly  contracted,  and  the  internal  sur- 
face is  lined  by  a  filmy  coating  of  blood  clot. 

"  Glands. — The  right  inguinal  glands  are  considerably 
enlarged.      The    vertically  disposed   glands,    together    with    a 
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retroperitoneal  (lower  iliac)  gland  form  a  chain,  in  which  each 
gland  is  very  similar  in  size  and  appearance.  On  section  they 
are  found  to  be  fully  half  an  inch  in  diameter,  while  the  cut 
surfaces  are  of  firm  consistence,  intensely  hyperaemic,  and 
darkly  mottled.  The  surrounding  tissues  are  oedematous,  but 
free  from  haemorrhage.  The  retroperitoneal  gland  is  the  largest 
of  the  group  in  virtue  of  its  elongated  shape.  The  prevertebral 
glands,  in  the  same  way,  are  also  notably  affected.  The  glands 
generally,  including  those  of  the  mesentery,  are  slightly  enlarged 
and  hyperaemic. 

"  History  of  the  Baby. — Baby  M.,  born  in  hospital,  16th  Sep- 
tember at  4.30  A.M.  Though  the  mother  had  a  blood  infection 
of  B.  pestis  (V.S.),  the  placenta  showed  no  macroscopic  lesion. 
At  birth  the  child  was  completely  asphyxiated,  and  no  spontan- 
eous attempt  at  respiration  was  made  for  almost  three-quarters 
of  an  hour. 

"  For  eight  days  the  child  seemed  to  l)e  quite  well,  but  on  the 
ninth  day  it  was  observed  that  the  neck  seemed  rigid,  and  on 
examination  some  induration  was  discovered  on  the  left  side  of 
the  neck  high  up,  at  the  posterior  border  of  the  sterno  mastoid. 
Next  day  a  few  isolated  glands  could  be  felt,  about  the  size  of 
a  pea,  in  the  above-mentioned  situation,  and  the  group  of 
glands  lying  in  the  anterior  triangle  of  the  neck  were  by  this 
time  also  affected.  On  the  right  side  there  were  also  some 
enlarged  lymphatic  glands,  but  not  so  large  as  those  on  the 
left  side.  The  temperature,  which  had  previously  not  risen 
above  99 "e"  F.,  rose  on  this  morning  to  101°  F.  Next  day  the 
child  refused  its  food,  and  vomited  frequently.  The  child 
rapidly  sank,  and  died  on  the  following  afternoon." 

Scarlet  Fever. — If  the  attack  be  a  severe  one,  scarlet,  like 
other  fevers,  is  very  likely  to  cause  a  premature  termination  to 
the  pregnancy.  An  ordinary  mild  attack  will  probably  neither 
influence  the  pregnancy,  nor  will  the  disease  be  influenced  by 
the  woman's  condition.     It  has   been  asserted  that  pregnant 
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women  are  not  very  susceptible  to  scarlet  fever  infection,  but 
this  is  doubtful.  The  disease  is  usually  contracted  in  child- 
hood, and,  as  one  attack  is  generally  protective,  most  childbearing 
women  are  to  a  very  large  extent  immune  to  it.  It  is  a  much 
rarer  disease  in  pregnancy  than  enteric. 

Prognosis. — This  will  certainly  be  somewhat  graver  than  in 
non-puerperal  cases,  but  the  risk  is  not  very  much  greater. 

I  am  indebted  to  Dr.  .James  Todd  for  notes  of  the  two 
following  cases  : — 

Case  I.  Premature  Labour. — M.  B.,  unmarried,  aet.  nine- 
teen, i.-para,  seven  months  pregnant.  The  foetus  had  been 
dead  for  some  time.  Three  days  after  the  confinement  the 
patient  was  seized  with  sickness,  vomiting,  and  sore  throat. 
Next  morning  the  rash  was  seen. 

On  admission  to  the  Fever  Hospital,  on  the  fourth  day  of 
the  puerperium,  a  dull  red  distinctly  punctate  rash  was  seen 
over  the  chest  and  arms,  but  fainter  and  more  papular  on  the 
legs.  There  was  a  diffuse  blush  over  the  abdomen.  The  throat 
was  congested  and  the  glands  not  enlarged.  The  tongue  had 
a  distinct  thick  yellowish  fur  on  its  dorsum,  with  papillae  show- 
ing through  at  the  tip. 

The  heart  was  normal. 

The  abdomen  was  flaccid,  with  no  tenderness  anywhere. 
The  uterus  was  ill  defined.  The  cervix  was  high,  and  the  os 
patulous  and  soft.     The  discharge  had  a  strong  odour. 

Shortly  after  admission  the  patient  began  to  vomit,  and  her 
pulse  became  soft  and  rapid.  She  complained  of  headache, 
and  was  dull  mentally,  rambling  at  times.  Her  urine  and 
faeces  were  passed  in  bed. 

On  the  fifth  day  of  the  puerperium  she  was  quite  unconscious, 
vomiting  everything.  Her  temperature  was  102"2°  F.,  and  the 
pulse  very  rapid  and  soft. 

Under  chloroform  the  uterus  was  explored.  The  cavity  was 
about   half   the   size   of  a   uterus   immediately  after  delivery. 
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Soft  tissue  was  found  in  the  uppei'  part,  and  about  a  table- 
spoonful  easily  removed.  It  appeared  to  be  placental  tissue. 
The  uterus  was  flushed  out  with  1  in  60  carboHc  lotion.  The 
patient  stood  the  chloroform  well. 

On  the  sixth  day  of  the  puerperium  she  became  rapidly 
worse.  In  the  afternoon  she  had  a  rigor  which  lasted  about 
five  minutes.  She  died  at  2.55  a.m.  on  the  seventh  day  of 
the  puerperium. 

Unfortunately,  no  post-mortem  examination  was  obtained. 
There  was  undoubtedly  an  element  of  septicaemia  present,  but 
the  fever  was  probably  of  a  malignant  type,  as  the  patient's 
little  sister,  fifteen  months  old,  sickened  with  a  sore  throat,  and 
died  two  days  later  without  a  rash  appearing. 

Case  II.  Abortion. — Mrs.  E.,  multipara,  aet.  twenty-six. 
Amenorrhoea  had  lasted  two  months. 

This  patient  had  aborted  at  the  end  of  the  second  month,  two 
days  before  she  had  been  seized  with  sickness,  vomiting,  head- 
ache, and  sore  throat.  The  rash  had  been  seen  on  the  fifth 
day. 

She  was  admitted  to  the  Fever  Hospital  on  the  eighth  day 
of  her  illness.  The  rash  was  then  fading  and  desquamation 
commencing  on  the  neck.     Her  temperature  was  101  "4"  F. 

The  disease  ran  an  ordinary  course,  and  she  was  dismissed 
well  in  about  seven  weeks. 

In  this  case  the  patient  had  done  a  heavy  washing  the 
day  before  she  aborted,  so  that  the  scarlet  fever  had  probably 
nothing  to  do  with  causing  it.  It  was  two  days  after  the 
abortion  before  she  sickened  with  the  fever. 

Diphtheria. — I  have  never  seen  a  case  of  diphtheria  in  a 
pregnant  woman,  and  it  seems  to  be  very  rare,  but  it  is  oc- 
casionally found  during  the  puerperium.  The  typical  exudate 
containing  the  Klebs-Lofifler  bacillus  will  be  found  on  the 
vaginal  mucous  membrane  as  well  as  upon  the  pharynx. 

When  i   was  in  charge  of    the  West  End  Branch  of    the 
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Maternity  Hospital  I  saw  a  case.  A  day  or  two  after  delivery 
the  patient's  temperature  rose,  and  I  discovered  a  diphtheritic 
exudation  on  the  vaginal  mucous  membrane.  The  throat  also 
showed  typical  patches.  The  source  of  infection  was  easily 
traced,  as  there  had  been  a  case  of  diphtheria  in  the  house  a 
short  time  before.  The  patient  was  removed,  so  I  could  not 
follow  up  the  case. 

Septicaemia  is  very  likely  to  arise  in  such  cases.  The 
Klebs-Loflfler  bacillus  has  occasionally  been  found  in  the 
discharges  in  cases  of  septicaemia  where  diphtheria  was  not 
suspected.  The  relationship  between  the  two  diseases  seems 
very  close. 

When    the    bacillus    is    found    the    antidiphtheritic    serum 
should  be  used  at  once. 

Measles. — If  the  attack  is  a  mild  one  the  disease  will  probably 
run  an  ordinary  course,  and  the  pregnancy  be  unaffected.  On 
the  other  hand,  in  severe  attacks  there  is  considerable  risk  of 
expulsion  of  the  uterine  contents.  Nearly  half  of  the  severe 
cases  are  said  to  end  in  tliis  way.  Occasionally  the  child  is 
born  with  the  rash  upon  it.  In  cases  of  delivery  dm-ing 
an  attack,  there  is  said  to  be  a  tendency  to  post-partum 
haemon-hage. 

As  a  complication  of  the  puerperium,  measles  was  held  by 
no  less  an  authority  than  Sir  James  Simpson  to  be  a  very 
serious  disease,  but  experience  in  our  hospital  does  not  bear 
this  out.  All  the  cases  we  liave  had  have  run  an  ordinary 
com-se. 

Case  I.  Full  Time  Labour. — A.  G.,  single,  aet.  twenty- 
eight,  ii.-para,  had  been  working  in  the  hospital  for  several 
months  prior  to  her  confinement.  On  3rd  April  she  had  felt 
out  of  sorts,  but  had  showed  no  marked  coryza.  In  the  even- 
ing, labour  was  found  to  have  commenced,  and  the  rash  was 
noticed.  Her  temperature  was  99~  F.  The  labour  was  normal, 
lasting  nine  and  a  half  hours.     There  was  no  tendency  to  post- 
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partum  haemorrhage.  The  child,  a  female,  weighed  7h  lb. 
Next  day  the  rash  was  well  out.  The  patient  was  kept  in 
hospital  for  three  days,  and  then  removed  to  the  measles  ward 
of  the  Fever  Hospital.  The  highest  point  the  temperature 
reached,  101"  F.,  was  on  the  evening  of  the  first  day  of  the 
puerperium.  The  subsequent  course  of  the  disease  was  quite 
regular. 

The  child,  which  had  remained  with  her  during  the  three 
days  that  she  was  in  the  Maternity  Hospital  after  delivery,  was 
taken  to  one  of  the  receiving  houses  and  kept  under  observation 
for  two  weeks.  It  remained  quite  well.  It  is  possible  that  it 
may  have  been  rendered  immune  to  the  disease,  just  as  the 
infants  in  the  two  small-pox  cases  already  referred  to,  were 
immune  to  vaccination.  My  experience  has  been  that,  when 
a  new-born  infant  is  exposed  to  the  infection  of  measles  immedi- 
ately after  birth,  the  disease  develops  very  rapidly,  and  the 
rash  appears  in  about  a  week.  Possibly  the  infection  takes 
place  through  the  stump  of  the  cord.  In  this  case,  however, 
no  rash  appeared,  although  at  that  time  we  had  no  separate  cots 
for  the  infants,  and  the  child  was  therefore  in  bed  with  the 
mother  for  three  days. 

Case  II.  Full  Time  Labour. — -In  this  case  the  patient  was 
exposed  to  the  infection  of  measles  on  the  day  when  labour 
commenced. 

A.  McK.,  single,  aet.  thirty,  i.-para,  was  admitted  11th 
December,  and  delivered  12th  December.  The  child,  which 
weighed  9i  lb.,  was  delivered  by  forceps,  as  the  second  stage  of 
labour  was  prolonged.  The  perineum  was  slightly  ruptured 
and  required  two  stitches.  The  puerperium  was  perfectly 
normal  until  the  seventh  day,  when  the  temperature  rose  from 
99°  F.  in  the  morning  to  101°  F.  in  the  evening.  Until  the 
thirteenth  day,  the  temperature  was  never  below  100°  F.,  and 
on  the  evening  of  the  eleventh  day  it  reached  its  highest  point, 
103"i'  F.     On  the  mornin"-  of  the  thirteenth  day  it  fell  to  yB' 
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F.,  and  she  was  found  to  be  covered  with  a  copious  measles  rash, 
which  had  come  out  during  the  night.  During  all  these  days 
she  had  never  complained  of  any  special  pain  or  discomfort, 
except  from  the  heat.  The  lochia  were  sweet,  and  involution 
of  the  uterus  had  gone  on  steadily.  She  had  never  shown  any 
signs  of  coryza.  I  was  at  a  loss  to  account  for  the  tempera- 
tm-e,  but  felt  sure  that  it  was  not  due  to  septic  absorption. 
The  incubation  stage  had  lasted  exactly  fourteen  days.  It 
was  only  after  the  rash  had  developed,  that  we  found  out 
that  a  child  had  sickened  with  measles,  in  the  house  the 
patient  was  staying  in,  the  very  morning  before  she  came  into 
hospital. 

She  was  removed  to  the  measles  ward  of  the  Fever  Hospital, 
where  the  disease  ran  an  ordinary  course.  Her  infant  had  been 
taken  away  by  her  friends,  and  I  was  unable  to  find  out 
whether  or  not  it  developed  the  disease. 

In  both  of  these  cases  it  is  remarkable  that  the  coryzal 
indications  were  absent. 

Influenza. — Unfortunately,  the  term  influenza  is  often  very 
loosely  applied  to  all  forms  of  feverish  colds.  An  influenza 
cold  is  not  a  serious  complication  of  pregnancy,  but  the  true 
influenza  is.  The  risk  to  the  patient,  especially  if  a  pulmonary 
complication  arises,  is  very  great.  The  uterine  contents  may, 
not  improbably,  be  expelled,  and  the  patient  die  within  a  few 
days,  or  death  may  occur  without  an  interruption  of  the  preg- 
nancy. 

Case  I. — Mrs.  D.,  v. -para,  aet.  thirty-seven,  eight  months 
pregnant,  began  to  suffer  from  severe  headache,  pains  through- 
out her  body,  and  feverishness.  For  two  days  she  treated 
herself,  but  on  the  third  day  I  was  called  to  see  her,  as  her 
breathing  had  become  embarrassed.  I  found  her  very  ill,  with 
a  temperature  of  103  F.  and  a  pulse  of  120.  Her  abdomen 
was  very  much  distended.  The  uterus  was  as  large  as  a  full 
time  one,  from  excessive  liquor  anmii.      Her  legs  were  swollen. 
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At  the  base  of  the  right  lung  there  was  evidence  of  commencing 
consolidation. 

The  patient  was  very  restless  and  could  not  get  sleep.  Her 
urine  was  free  from  albumin. 

In  spite  of  most  active  treatment  the  patient  got  no  relief. 
The  temperature  remained  very  high,  and  at  the  time  when  the 
crisis  should  have  occurred  there  was  no  fall.  Instead  of  a 
crisis,  the  pneumonia  spread  to  the  left  lung,  and  the  patient 
died  on  the  twelfth  day  after  the  onset  of  the  pneumonia.  I 
was  unable  to  determine  whether  or  not  the  foetus  had  died 
previous  to  the  mother,  as  it  was  impossible  to  make  a  proper 
examination.  The  uterus  remained  quiescent,  and  showed  no 
indication  of  expelhng  its  contents. 

In  reference  to  these  cases  of  specific  fevers  in  pregnancy  and 
the  puerperium,  an  important  question  arises  in  regard  to 
puerperal  fever.  Will  the  infection  of  any  of  the  fevers  give 
rise  to  puerperal  fever  ?  I  do  not  think  it  will  of  itself,  but  a 
patient  suffering  from  any  of  the  fevers  is  a  most  favourable 
subject  for  the  germs  of  puerperal  fever  to  work  upon.  There 
can  be  no  doubt  that  septicaemia  is  very  prone  to  arise  in  such 
cases.  The  high  temperature  and  the  low  vitality  of  the 
patient's  tissues  are  most  powei-ful  predisposing  factors,  in  favour 
of  septic  invasion. 

Erysipelas,  I  believe,  will  give  rise  to  puerperal  fever,  because 
the  micro-organisms  are  identical ;  but  in  the  other  cases  where 
the  micro-organisms  are  quite  distinct,  the  one  cannot  change 
into  the  other,  but  may  assist  the  other,  by  preparing  the  way 
for  its  entrance. 

In  treating  cases  of  fever  after  the  uterus  has  emptied  itself, 
or  has  been  emptied  artificially,  the  most  absolute  aseptic  pre- 
cautions should  be  taken,  both  at  the  time  and  subsequently,  to 
guard  against  sepsis. 

If  a  practitioner  is  attending  fever  cases  should  he  attend 
confinements  ?     If  he  is  seeing  many   fever  cases,  especially 
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erysipelas,  I  think  he  should  refrain  from  midwifery  work.  A 
general  practitioner,  who  is  seeing  an  occasional  fever  case, 
cannot  very  well  help  himself,  but  before  going  to  a  confine- 
ment after  seeing  a  case  of  fever,  he  should  be  careful  to 
change  his  clothes  and  thoroughly  disinfect  his  hands  and 
arms. 


CHAPTEE  XI. 

LABOUR  AND  ITS  MECHANISM. 


Powers — Passages — Passenger — Diameters  of  the  Pelvis — Planes  of  the 
Pelvis — Inclination  of  the  Pelvis — Attitude  of  the  Foetus — Presenta- 
tion— Position — The  Foetal  Head — Sutures — Fontanelles — Diameters 
of  the  Fcetal  Head — Stages  of  Labour — Premonitory  Symptoms — 
False  and  True  Pains — The  First  Stage  of  Labour — The  Second  Stage 
— The  Third  Stage — Effect  of  Labour  on  the  Child — Caput  Succe- 
daneum — Duration  of  Labour — Normal,  Laborious,  Preternatural, 
Complex,  Missed  Labour — The  Mechanism  of  Labour. 

By  the  term  labour  is  meant  the  expulsion  of  the  uterine 
contents.  It  is  a  mature  or  full-time  labour  when  the  foetus 
has  reached  its  full  development,  and  a  jjremattire  labour  if 
before  full  time,  but  not  before  the  foetus  is  viable,  i.e.,  from 
the  seventh  month. 

The  three  principal  factors  concerned  in  labour  are  the 
powers,  the  j)assages,  and  the  jiassenger. 

The  primary  powers  are  the  contractions  of  the  uterus, 
while  the  secondary  powers  are  the  contractions  of  the  ab- 
dominal muscles.  The  primary  powers  are  involuntary,  while 
the  secondary  are  voluntary,  but  towards  the  end  of  labour 
they  too  become  practically  involuntary.  The  primary  powers 
are  concerned  first  with  dilating  the  lower  uterine  segment  and 
the  cervix,  and  second  with  expelling  the  uterine  contents. 
The  secondary  powers  take  no  part  in  the  dilatation,  but  ma- 
terially assist  in  the  expulsion.  The  weight  of  the  uterine 
contents  assists  by  gravity,  especially  during  the  early  part  of 
labour,  if  the  woman  stands  or  walks  about. 
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The  passages  are  the  lower  uterine  segment,  the  cervix,  the 
vagina,  and  the  bony  pelvis  round  all. 

The  passenger  is  the  foetus  with  placenta  and  membranes. 

DiAMETEES    OP    THE    PeLVIS. 

External  Diameters. — The  most  important  are  the  inter- 
cristal — the  distance  between  the  widest  part  of  the  iliac 
crests ;  the  interspinous — the  distance  between  the  anterior 
superior  spines  ;  and  the  antero-posterior  or  external  conjugate 
— the  distance  between  the  tip  of  the  last  lumbar  vertebra  and 


Fig.  1. — Brim  of  pelvis,  showing  the  conjugate,  oblique, 
diameters  (Playfair). 


id  transverse 


the  front  of  the  symphysis  pubis  (Baudelocque's  diameter). 
These  measurements  are  made  by  means  of  calipers.  The 
intercristal  one  should  be  about  11  in.  and  the  interspinous 
about  10  in.  They  vary  according  to  the  size  of  the  pelvis, 
but  in  a  properly  shaped  pelvis  there  should  be  about  1  in. 
difference  between  them.  Baudelocque's  diameter  should  be 
about  7h  in.,  but  it  is  of  very  little  importance. 

Internal  Diameters. — These  are  taken  at  the  brim,  in  the 
cavity  and  at  the  outlet.  They  are  four  in  number,  viz.,  the 
antero-posterior  or  conjugate,  two  obliques  (right  and  left) , 
and  the  transverse. 
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At  the  brim,  the  antero-posterior  or  conjugate  is  measured 
from  the  centre  of  the  top  of  the  sacral  promontory  to  the 
centre  of  the  top  of  tlie  symphysis  pubis.  The  right  oblique 
is  measured  from  the  right  sacro-iHac  joint  to  the  left  ilio- 
pectineal  eminence.  The  left  is  measured  from  the  left 
sacro-iliac  joint  to  the  right  ilio-pectineal  eminence.  The 
right  is  slightly  longer  than  the  left,  but  the  difference  is  very 
slight. 

The  transverse  is  measured  from  the  middle  of  the  l)rim 
of  one  side  to  the  same  point  on  the  other  side.^ 

In  the  cavity,  the  same  measurements  can  be  taken  about 
its  centre.     In  a  normal  pelvis  they  are  all  about  equal. 

At  the  outlet,  the  conjugate  is  measured  from  the  tip  of 
the  coccyx  to  the  under  edge  of  the  symphysis  pubis.  As 
the  coccyx  is  usually  more  or  less  movable,  this  diameter  can 
be  increased  by  pressing  the  coccyx  backwards. 

There  is  no  fixed  point  from  which  to  measure  the  obliques. 

The  transverse  is  measured  from  the  back  part  of  one  ischial 
tuberosity  to  the  same  point  on  the  other. 

The  following  table  gives  the  measurements,  in  a  form  in 
which  they  can  be  easily  remembered.  These  diameters  are 
shghtly  less  than  the  ones  usually  given.  They  may  be  taken 
as  representing  the  smallest  normal  pelvis.  Anything  less  than 
these  show  that  the  pelvis  is  a  contracted  one. 

Brim    - 

Cavity 

Outlet 

You  will  notice  that  the  smallest  diameter  at  the  brim,  the 
conjugate,  becomes  the  largest  at  the  outlet,  while  the  largest 
at  the  brim,  the  transverse,  becomes  the  smallest  at  the  outlet. 
The  obliques  can  only  be  measured  at  the  brim  and  in  the 

'  Sandsteiji  lias  recently  pointed  out  the  fact,  that  the  transverse  dia- 
meter is,  uu  au  average,  one-half  tlie  length  of  the  iutercristal~(/(j«/vi((/ 
of  Obstetrics  and  Gynicculogy). 


Conjugate. 

()l)li(iue.s. 

Transverse 

4     in. 

U.  in. 

5     in. 

H    „ 

H    „ 

H  „ 

5     ,, 

4*    „ 

4'  „ 
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cavity,  but  it  is  convenient  to  consider  them  the  same  at  the 
outlet  as  at  the  l)rini  and  in  the  cavity. 

Planes  of  the  Pelvis. — If  you  were  to  place  a  saw  on  the 
ilio-pectineal  hne,  and  cut  right  back  through  both  iliac  bones, 
following  the  line  all  the  way  back  to  the  top  of  the  promontory, 
the  saw  would  pass  along  the  plane  of  the  brim.  Or,  if  you 
cut  a  piece  of  paper  the  exact  shape  of  the  l^rim,  and  place  it 
in  the  brim,  it  would  lie  exactly  in  the  plane.  If  hundreds  of 
these  sheets  of  paper  were  placed  in  the  cavity,  they  would 
represent  the  different  planes,  and,  in  the  same  way,  one  in  the 
outlet  would  represent  the  plane  of  the  outlet.  The  plane  of 
the  outlet  is  not  parallel  to  that  of  the  brim,  because  the  pelvic 
canal  is  not  straight  but  curved,  the  posterior  wall  being  very 
much  longer  than  the  anterior. 

Inclination  of  the  Pelvis. — The  In-ini  makes  with  the 
horizon  an  angle  of  about  54  .  In  the  erect  posture  the  an- 
terior superior  iliac  spines  and  tlie  top  of  the  symphysis  are 
in  one  perpendicular  plane,  i.e.,  the  superior  spines  lie  dh-ectly 
above  the  upper  margin  of  the  symphysis,  the  acetabvilar 
notches  look  directly  downwards,  and  the  tip  of  the  coccyx 
is  slightly  above  the  apex  of  the  pubic  arch.  Seeing  the 
dried  disarticulate  pelvis,  one  is  very  apt  to  forget  this,  and 
to  think  of  it  as  l^eing  placed  at  right  angles  to  the  spine. 

The  Axis  of  the  Pelvis. — An  axis  to  a  plane  is  a  line 
drawn  at  right  angles  to  the  centre  of  the  plane.  If  we  were 
to  find  the  axis  of  each  of  the  large  number  of  planes  of  the 
pelvis,  from  brim  to  outlet,  and  then  connect  all  these  points,  we 
would  get  a  curved  line,  running  through  the  pelvic  cavity, 
midway  between  its  walls.  This  is  the  axis  of  the  pelvis,  and 
it  indicates  the  direction  to  be  travelled  by  the  presenting  part 
of  the  child,  during  labour.  In  the  living  person  the  direction 
of  the  axis  of  the  brim  is  represented  by  a  Hne,  drawn  from  the 
umbilicus  to  the  tip  of  the  coccyx.  Taking  the  plane  of  the 
outlet  as  extending  from  the  lower  border  of  the  symphysis  to 
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the  tip  of  the  coccyx,  the  axis  of  the  outlet  will  run  from  the 
promontory  directly  downwards.  In  the  Hving  subject,  how- 
ever, the  vulvar  opening  lies  considerably  farther  forward 
than  this,  and  its  axis  runs  very  much  farther  forward.  The 
axis  of  the  outlet  is  pi'actically  at  right  angles  to  that  of  the 
brim.  In  delivering  with  forceps,  etc.,  it  is  of  very  great 
importance  to  remember  the  direction  of  the  different  axes,  so 
as  to  apply  traction  in  the  right  direction,  viz.,  downwards 
and  well  liack  at  the  brim,  and  then  coming  gradually  forwards, 
until  finally  you  are  pulling  at  right  angles  to  the  line  of  your 
first  traction.     This  curved  axis  is  known  as  the  curve  of  Cams. 

Attitude  of  the  Fcetus. — By  this  is  meant  the  relation 
of  the  different  parts  of  the  foetus  to  each  other.  The  fcetus  is 
developed  in  an  attitude  of  flexion.  The  head  and  arms  are 
flexed  on  the  chest,  the  thighs  on  the  l^ody,  the  legs  on  the 
thighs,  and  the  feet  on  the  front  of  the  legs,  while  the  trunk 
itself  bends  forwards.  This  arrangement  allows  of  the  pack- 
ing of  the  foetus  into  as  small  a  space  as  possible.  For  a  short 
time  after  birth  this  tendency  to  flexion,  especially  of  the  thighs, 
feet  and  legs,  will  persist. 

The  presentation  of  the  fcetus  is  usually  defined  as  the 
part  which  lies  over  the  os  uteri,  and  is  that  part  which  is 
felt  by  the  examining  finger,  e.g.,  vertex,  or  head  presentation, 
transverse,  or  shoulder  presentation,  breech  presentation,  face 
presentation,  etc.  A  better  way  to  treat  of  presentations  would 
be  to  divide  them  into  two  main  divisions,  viz.,  longitudinal 
and  transverse,  and  define  the  presentation  as  the  relation  of 
the  long  axis  of  the  foetus  to  the  long  axis  of  the  mother.  In 
longitudinal  presentations,  the  axes  would  correspond,  while 
in  transverse,  they  would  be  more  or  less  at  right  angles.  The 
longitudinal  ones  would  be  again  divided  into  two  main  sub- 
divisions, according  to  which  pole  of  the  foetus  came  first,  head 
or  breech,  and  the  transverse  into  dorso-anterior  and  dorso- 
posterior. 
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The  position  of  the  foetus  means  the  relation  which  the 
presenting  part  bears  to  the  pelvis.  There  are  four  principal 
positions,  right  and  left  anterior,  and  right  and  left  posterior, 
according  as  the  presenting  part  lies  to  the  right  or  left  side  of 
the  pelvis,  to  the  front,  or  to  the  back. 

The  attitude  of  the  foetus  is  practically  always  the  same, 
more  or  less  flexed,  but  the  presentation  and  position  fre- 
quently change  during  pregnancy.  In  the  vast  majority  of 
cases  it  is  the  head  which  presents,  most  frequently  with 
occiput  coming  first,  turned  towards  the  left  side  and  front 
of  the  pelvis,   i.e.,  in  the  left  anterior  position. 

The  Foetal  Head. — The  foetal  skull  differs  from  the  adult 
one  in  the  bones  not  being  firmly  united  together.  The  mem- 
branous union  allows  of  considerable  moulding  of  the  head  as 
it  passes  through  the  pelvis.  The  occipital  bone  can  slip  under 
the  posterior  end  of  the  parietals,  and  the  frontals  under  the 
anterior  ends,  thus  lessening  the  antero-posterior  diameter  of 
the  head,  while  one  parietal  can  slip  over  the  other  and  lessen 
the  transverse  diameter. 

There  are  four  sutures,  viz.,  the  frontal,  between  the  two 
frontal  bones ;  the  sagittal,  between  the  two  parietals  and  con- 
tinuous back  from  the  frontal ;  the  coronal,  between  the  parietals 
and  frontals  ;  the  lambdoidal,  between  the  parietals  and  the 
occipital  bone.  Where  the  coronal  suture  crosses  the  junction 
of  the  frontal  and  sagittal  sutures,  there  is  a  lozenge-shaped 
membranous  space,  the  anterior  fontanelle  or  bregma,  and  at 
the  posterior  end  of  the  sagittal  suture  where  it  meets  the 
angle  of  the  lambdoidal,  there  is  a  much  smaller  triangular 
space,  the  jwsterior  fontanelle.  It  is  important  to  be  able 
to  recognise  the  fontanelles  by  touch,  so  as  to  make  out 
the  position  of  the  head.  The  anterior  is  the  larger,  is  lozenge- 
shaped,  and  has  four  sutures  running  out  from  it,  viz.,  the 
frontal,  sagittal,  and  the  halves  of  the  coronal.  The  posterior 
one  is  the  smaller,  is  triangular  in  shape,  can  be  enlarged  by 
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depressing  the  tip  of  the  occipital  bone,  and  has  three  sutures 
running  out  from  it,  viz.,  the  sagittal  and  the  two  halves  of  the 
lambdoidal. 

The  portion  of  the  top  of  the  head  lying  between  the  two 
fontanelles  is  known  as  the  vertex. 

Diameters  op  the  F(ETAl  Head. 

The  longest  antero-posterior  diameter,  the  occipito-mental, 
is  measured  from  the  tip  of  the  occipital  bone  to  the  tip  of  the 
chin  (5  in.)  ;  the  next  in  length,  the  occipito-frontal,  is  from 
the  occiput  to  the  root  of  the  nose  (4i  in.)  ;  while  the  shortest, 
the  siib-occipito-hregmatic,  extends  from  the  nape  of  the  neck 
to  the  anterior  fontanelle  (4  to  3i  in.).  The  sub-occipito- 
bregmatic  measures  4  in.  when  the  head  is  not  flexed,  as  the 
front  end  of  the  diameter  is  then  taken  from  the  front  of  the 
anterior  fontanelle,  but  when  the  head  is  much  flexed  it 
measures  Sh  in.,  as  the  front  end  then  lies  at  the  back  part  of 
the  fontanelle.  The  greater  the  amount  of  flexion  of  the  head 
the  shorter  this  diameter  is.  The  importance  of  this  will  be 
seen  when  we  deal  with  labour. 

Transverse  Diameters . — The  biparietal  is  measm-ed  be- 
tween the  widest  parts  of  the  parietals  (3i  in.),  and  the  bitem- 
poral between  the  temples  (2j  in.). 

Vertical  Diameters. — The  fronto-viental  is  measured  from 
the  chin  to  the  top  of  the  forehead  (3  in.),  and  the  cervico- 
bregmatic  from  behind  the  angle  of  the  jaw  to  the  anterior 
fontanelle.     The  vertical  diameters  are  the  least  important. 

All  these  diameters  can  be  considerably  lessened  by  the 
moulding  of  the  head  during  labour.  By  this  I  do  not  mean 
that  they  will  all  be  lessened  in  each  case,  because,  as  a  matter 
of  fact,  while  some  are  lessened  others  must  necessarily  be  in- 
creased. It  will  depend  upon  the  way  in  which  the  head  pre- 
sents, as  to  wliich  diameters  will  be  lessened  and  which  in- 
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creased.  Some  heads  are  broader  than  others  and  do  not 
mould  so  well,  while  others  are  much  longer  (doHcho-cephalic). 
The  head  of  a  male  is  usually  slightly  larger  than  that  of  a 
female.  Among  highly  civilised  races  the  heads  are  larger 
than  among  savages.     This  is  one  reason  why  labour  among 


Fig.  2.— The  foetal  skul 
O.M.  =  Occipito-mental  diameter. 
S.O.B.  =  Sub-occipito-bregmatic  diameter. 
O.F.  =  Occipito-froutal  diameter. 


(Fothergill). 

B.T.  =  Bitemporal  diameter. 
B.P.  =  Biparietal  diameter. 
V.     =  Vertex. 


civilised  women  is  much  more  difficult  than  among  primitive 
people,  and  also  why  labour  among  savage  women  is  much 
more  difficult  when  the  children  are  half-breeds. 

Stages   of    Labour. — For    convenience,   labour    is    usually 
divided  into  three  distinct  stages. 


LABOUR  AND  ITS  MECHANISM.  121 

The  first  staye,  or  that  of  dilatation,  lasts  from  the  com- 
mencement of  true  labour  pains  until  the  os  uteri  is  fully 
dilated. 

The  second  stage,  or  that  of  expulsion,  lasts  from  the  full 
dilatation  of  the  os  uteri  until  the  child  is  born. 

The  third  stcuje,  or  that  of  delivery,  lasts  from  the  birth  of 
the  child  until  the  placenta  and  membranes  are  expelled. 

Premonitory  Symptoms. — -During  the  last  two  or  three 
weeks  of  pregnancy,  the  uterine  tumour  sinks,  and  allows  of 
greater  ease  in  breathing,  but  pressure  upon  the  bladder  and 
rectum  will  be  increased,  so  there  will  be  frequency  of  mic- 
turition and  an  increase  of  constipation,  and  the  patient  may 
have  some  difficulty  in  walking,  and  her  legs  may  swell  some- 
what from  the  increased  pressure.  This  is  known  to  women 
as  "the  lightening  before  labour  ". 

The  cervix  becomes  shortened,  or  taken  up  into  the  uterine 
cavity,  by  the  gradual  expansion  of  the  lower  uterine  segment. 
At  the  same  time  there  will  be  an  increase  in  the  mucous  dis- 
charge from  the  vagina,  which  becomes  blood-stained  at  the  onset 
of  actual  labour,  constituting  what  is  known  as  the  "  shows  ". 

Many  patients  are  troubled  with  pains,  especially  at  night, 
for  the  last  two  or  three  weeks.  These  are  sometimes  so  bad 
that  the  patient  imagines  the  labour  has  actually  commenced. 
These  pains  are  known  as  false,  while  the  proper  labour  pains 
are  known  as  true  pains.  It  is  important  to  be  able  to 
distinguish  between  them.  True  pains,  or  contractions,  cause 
dilatation  and  during  their  occurrence  the  presenting  part  will 
be  felt  to  be  forced  down  against  the  os  ;  the  bag  of  mem- 
branes will  become  tense.  False  pains  have  no  effect  in  this 
way.  They  are  generally  caused  by  irritation  in  the  bowels, 
or  from  an  overdistended  bladder,  or  from  the  patient  being 
overfatigued,  from  standing  too  long.  They  recur  at  irregular 
intervals,  and  the  uterus  does  not  harden  regularly,  as  when 
the  true  pains  are  on. 
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Diagnosis. — A  vaginal  examination  during  a  false  pain  will 
show  that  the  os  uteri  is  not  being  dilated,  neither  is  the 
presenting  part  being  pressed  down. 

Treatment. — False  pains  do  not  assist  labour.  They  cause 
much  suffering  to  the  patient,  and  should  therefore  be  relieved. 
Remove  the  cause  by  attending  to  the  bowels  or  bladder,  and 
then  give  an  opiate. 

The  First  Stage  of  Labour. — True  pains  are  first  felt  in 
the  abdomen  at  intervals  of  perhaps  half  an  hour  or  even 
longer.  The  word  pains  is  used  as  synonymous  with  uterine 
contractions.  At  first  the  pains  recur  every  half-hour  or  so, 
but  as  labour  advances  they  become  much  more  frequent  : 
every  fifteen  or  ten  minutes,  and  then  every  five  minutes,  and 
finally  every  three  or  four  minutes.  Between  the  pains  there 
is  complete  rest  and  the  patient  will  often  drop  off  to  sleep. 
This  rest  is  a  wise  provision  of  nature.  If  the  pains  were 
continuous,  the  woman  would  quickly  become  exhausted,  and 
the  foetus  would  be  killed  by  the  continuous  pressm-e.  As 
they  increase  in  strength  and  frequency,  the  patient  begins  to 
feel  them  in  her  back  and  shooting  round  towards  the  front. 
If  you  place  your  hand  upon  the  abdomen  during  a  pain,  you 
will  feel  the  uterus  harden  and  come  forward. 

During  the  first  stage  the  pain  feels  of  a  gnawing  or  grinding 
nature.  Some  women  suffer  greatly,  while  others  again  seem 
to  suffer  very  little  and  give  practically  no  indication  of  what  is 
going  on,  except  perhaps  by  a  drawing  together  of  the  face. 
Most  patients  are  restless  and  cry  out  a  good  deal.  During 
this  time  canalisation  of  the  lower  part  of  the  uterus  and  cei-vix 
is  taking  place.  The  lower  uterine  segment  stretches,  and  the 
membranes  attached  to  it  get  separated,  and  project  through 
the  opening  os,  as  the  hag  of  membranes  or  foretvaters.  The 
bag  of  membranes  acts  as  a  splendid  dilator.  It  is  usually 
rounded  in  shape,  but  it  sometimes  projects  into  the  vagina  in 
a   sausage    shape    in    cases   of    malpresentation   or   contracted 
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pelves.  Its  power  as  a  dilator  is  then  very  small.  The  con- 
tractions of  the  longitudinal  fibres  of  the  uterus  tend  to  push 
the  uterine  contents  downwards,  and  at  the  same  time  pull 
open  the  os. 

If  a  vaginal  examination  is  made  during  a  pain,  the  bag  of 
membranes  will  be  felt  to  become  tense  and  the  lips  of  the 
cervix  firm. 

When  the  os  is  fully  dilated  the  membranes,  as  a  rule, 
ruptui-e,  and  the  forewaters  escape.  The  whole  of  the  liquor 
amnii  does  not  escape,  as  part  of  it  is  dammed  back  by  the 
head  plugging  the  cervix,  but  in  transverse  or  breech  cases 
the  presenting  part  does  not  do  this,  so  the  whole  fluid  quickly 
escapes.  Sometimes  the  membranes  rupture  early,  even  before 
the  pains  come  on,  while  at  other  times  they  are  so  tough  that 
they  require  to  be  ruptured  artificially.  There  is  occasionally 
a  collection  of  fluid  between  the  chorion  and  amnion,  and  the 
discharge  of  this  may  lead  to  the  mistake  that  the  membranes 
have  ruptured,  while  in  reality  the  amnion  is  still  intact. 
Occasionally  the  ovum  is  expelled  intact,  i.e.,  with  the  child 
completely  enveloped  in  the  membranes.  They  must  be  torn 
at  once,  or  the  child  will  be  smothered.  Sometimes  the  child 
is  born  with  a  cap  of  membranes  over  its  head,  known  as  a 
"  caul  ".  The  well-known  superstition  as  to  this  membrane  has 
hardly  yet  died  out  among  a  certain  class. 

The  Second  Stage  of  Labour. — When  the  os  is  fully 
dilated  and  the  membranes  ruptured,  the  second  stage  begins. 
The  pains  now  become  stronger  and  more  frequent.  The 
suffering  is  greater,  and,  at  the  moment  of  expulsion  of  the 
child,  may  become  so  great  that  the  woman  may  lose  control 
of  herself  for  a  little,  and  can  hardly  be  held  I'esponsible  for 
her  actions.  The  pain  is  of  a  rending,  tearing  nature,  and  will 
be  specially  felt  in  the  back. 

During  the  second  stage  the  secondary  powers  come  into 
play.      The  woman  holds  her  l)reath  and  contracts  her  alidom- 
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inal  muscles  as  much  as  she  can,  m  making  expulsive  etforts. 
This  assists  uterine  action  very  markedly. 

Third  Stage. ^After  the  child  is  born  the  uterus  retracts  and 
may  remain  quiescent  for  a  few  minutes,  but  contractions  soon 
come  on  and  retraction  increases,  until  the  placenta  and  mem- 
branes are  separated  and  expelled.  A  primipara,  as  a  rule, 
will  not  have  any  more  pains  after  the  expulsion  of  the 
placenta  and  membranes,  unless  a  portion  is  retained  in  utero, 
but  in  subsequent  labours  they  will  continue  for  from  twelve 
to  thirty-six  hours  afterwards,  and  be  especially  severe  when 
the  child  is  at  the  breast. 

Effect  of  Labour  on  the  Child. — Until  the  membranes 
rupture  and  the  liquor  amnii  escapes  the  child  does  not  suffer 
from  pressm-e,  as  the  fluid  prevents  this  ;  therefore,  as  a  rule, 
there  is  no  pressure  upon  the  child  until  the  second  stage. 
If  the  second  stage  is  too  prolonged,  there  is  considerable  risk 
of  the  pressure  killing  the  child.  As  has  already  been  men- 
tioned, the  foetal  head  moulds  considerably  when  it  is  the 
presenting  part.  In  difficult  and  prolonged  labours  the 
moulding   will   be   marked. 

Caput  Succedaneum. — Besides  the  moulding  of  the  head 
there  is  always  more  or  less  swelling  of  the  scalp,  known  as 
the  caput  succedaneum.  This  forms  on  liie  part  which  presents 
or  lies  free  in  the  os.  This  part  is  not  supported,  therefore 
the  pressure  from  above  forces  the  serum  of  the  blood  into  it, 
and  causes  it  to  swell.  The  position  of  the  caput  succedaneum 
differs,  according  to  the  position  of  the  presenting  part.  We 
thus  have  several  swellings,  forming  as  the  head  changes  position, 
during  its  movement  through  the  pelvis,  but  they  finally  all  come 
to  be  merged  into  one.  In  vertex  presentations  this  is  over  the 
back  part  of  the  parietal  bone,  which  lies  to  the  front.  When 
any  part  of  the  child,  other  than  the  head,  presents,  the  swelling 
will,  of  course,  be  on  the  part  which  presents,  and  not  on  the 
head. 
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In  a  few  days  the  head  usually  gains  its  normal  shape  and 
the  caput  succedaneum  disappears,  but,  until  it  has  disappeared, 
one  can  judge  from  it  in  what  way  the  child  has  presented. 

Duration  of  Labour. — A  normal  lal)our  should  not  last 
more  than  twenty-four  hours  from  the  onset  of  true  labour 
pains.  Twelve  hours  is  al)out  an  average  duration.  It  is 
usually  longer  with  first,  than  with  subsequent,  children.  Of 
the  three  stages  the  first  is  much  the  longest,  averaging  about 
eight  or  ten  hours,  though  it  may  be  much  longer  or  much 
shorter.  During  the  first  stage,  so  long  as  the  membranes 
are  intact,  there  is  no  risk  to  mother  or  child  in  ordinary 
cases.  The  second  stage  may  last  only  a  few  minutes,  but 
about  three  hours  in  multiparte,  and  four  hours  in  primi- 
parae,  is  as  long  as  it  should  be  allowed  to  last,  provided  the 
pains  are  active.  If  it  is  allowed  to  linger  on  for  hours,  the 
pressure  upon  the  child  may  cause  its  death.  The  mother  may 
become  exhausted,  and  the  soft  parts  in  the  pelvis  may  be  so 
injured  by  pressure  from  the  presenting  part,  that  sloughing 
will  occur  a  few  days  later.  In  such  a  case  the  bladder  or 
rectum,  or  both,  may  be  opened  into  ;  septic  absorption  is  also 
apt  to  occur. 

The  third  stage  is  usually  over  in  about  fifteen  or  twenty 
minutes.  If  it  is  prolonged  much  beyond  that,  the  placenta  is 
in  all  probability  adherent. 

1.  Normal  Labour. — It  is  almost  impossible  to  define  what 
is  meant  by  a  normal  labour.  It  may  be  looked  upon  as  one 
in  which  the  vertex  presents,  and  the  child  is  expelled  by 
natural  efforts  within  twenty-four  hours,  without  anything  un- 
toward occurring. 

2.  Laborious  or  Linijerhuj  Labour. — This  differs  from  a  normal 
labour,  in  being  prolonged  beyond  twenty-four  hours.  The 
risk  to  both  mother  and  child  is  considerably  increased.  In 
labours  lasting  over  twenty-four  hours  the  mortality  is  four 
times  greater  than  in  those  under  twentv-four  hours,  while  in 
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those  lasting  over  thirty  hours,  it  is  twelve  times  greater.  You 
see,  then,  that  a  laborious  labour  is  a  dangerous  one,  and  the 
danger  rapidly  increases  with  the  lengthening  of  the  time. 

3.  Preternatural  Labour. — In  this  form  some  part  of  the 
child  other  than  the  head  presents.  This  includes  breech  and 
transverse  presentations.  It  is  a  dangerous  labour,  especially 
in  the  transverse  cases. 

■4.  Coynplex  or  Complicated  Labours. — -In  this  form  there  is 
danger  to  the  mother  and  child,  apart  from  that  due  to  the 
presentation.  The  complication  may  be  either  foetal,  or  ma- 
ternal. The  foetal  complications  may  be  from  prolapse  of  the 
cord,  or  multiple  pregnancies.  The  maternal  complications 
may  be  from  haemorrhage,  cardiac  or  chest  disease,  eclampsia, 
malformations  of  the  uterus,  and  rupture  of  the  vagina  and 
uterus. 

5.  Missed  labour,  where  at  full  time  labour  has  not  come 
on  at  all,  or,  having  commenced,  the  pains  have  subsequently 
passed  off,  and  the  foetus  is  retained  in  utero  for  a  considerable 
period. 

The  Mechanism  of  Labour. — To  thoroughly  understand 
labour,  we  must  study  the  movements  of  the  presenting  part 
of  the  foetus  as  it  passes  through  the  pelvis.  In  95  per  cent, 
it  is  the  vertex  which  presents,  so  we  shall  consider  its  move- 
ments. 

The  head  may  present  in  four  different  positions.  The 
occiput  is  the  part  which  leads,  and  is  known  as  the  denomina- 
tor, i.e.,  it  denominates  or  gives  the  name  to  the  presentation. 
The  positions  are  named  first,  second,  third,  fourth,  according 
to  the  way  the  occiput  points.  The  first  and  second  are  anterior 
positions,  and  the  third  and  fourth  posterior. 

First  Positimi  (L.O.A.). — In  the  first  or  left  occipito-anterior 
position,  which  is  the  most  frequent  of  all,  the  occiput  points 
towards  the  left  cotyloid  foramen  and  the  sinciput  or  forehead 
towards  the  right  sacro-iliac  joint.      The  occipito-frontal  dia- 
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meter  of  the  head  thus  lies  in  the  right  obHque  diameter  of 
the  pelvis  (fig.  3,  I.). 

Second  Position  (E.O.A.). — In  the  second  or  right  occipito- 
anterior position,  the  occiput  points  towards  the  right  cotyloid 
foramen,  and  the  sinciput  towards  the  left  sacro-iliac  joint. 
The  occipito-frontal  diameter  of  the  head  thus  lies  in  the  left 
obhque  diameter  of  the  pelvis  (fig.  3,  II.). 

L.O.A.  II.    R.O.A. 


III.     U.U.P.  IV.     L.O.P. 

Fig.  3. — Diagram  of  four  vertex  positions  from  below  (Groom). 

Third  Position  (E.O.P.). — In  the  third  or  right  occipito- 
posterior  position,  the  occiput  points  towards  the  right  sacro- 
iliac joint,  and  the  sinciput  towards  the  left  cotyloid  foramen. 
The  occipito-frontal  diameter  of  the  head  thus  lies  in  the 
right  obhque  diameter  of  the  pelvis.  This  is  just  the  reverse 
of  the  first  (fig.  3,  III.). 

Foil  lib  Position  (Ij.O.P.) — In  the  fourth  or  left  occipito- 
posterior   position,  the  occiput  points  towards  the  left  sacro- 
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iliac  joint,  and  the  sinciput  towards  the  right  cotyloid  foramen. 
The  occipito-frontal  diameter  of  the  head  thus  lies  in  the  left 
oblique  diameter  of  the  pelvis.  This  is  the  reverse  of  the 
second   (fig.  3,  IV.). 

Frequency  of  Occurrence. — Of  the  anterior  positions,  the  first 
(L.O.A.)  is  by  far  the  more  frequent,  and  of  the  posterior,  the 
third  (E.O.P.).  The  third  occurs  more  frequently  than  the 
second  or  fourth.  The  fourth  is  rare.  Placing  them  in  the 
order  of  frequency,  we  have  the  first,  the  third,  the  second 
and  then  the  fourth.  As  the  first  and  third  are  by  far  the 
most  frequent,  it  will  thus  be  seen  that  in  the  vast  majority 
of  cases  the  head  passes  through  the  pelvis  with  its  occipito- 
frontal diameter  in  the  right  oblique  diameter  of  the  pelvis. 
As  I  have  already  stated,  this  diameter  of  the  pelvis  is  slightly 
longer  than  the  corresponding  left  one. 

Movements  of  the  Head  as  it  passes  throuyli  tJie  Pelvis  in 
the  First  Position  (L.O.A. ). — The  head,  which  is  somewhat 
flexed  on  the  chest,  enters  the  pelvis  or  engages  in  the  brim, 
with  its  occipito-frontal  diameter  in  the  right  oblique  of  the 
pelvis,  the  occiput  pointing  towards  the  left  cotyloid  foramen, 
and  the  sinciput  towards  the  right  sacro-iliac  joint,  and  the 
right  parietal  bone  presenting.  The  contractions  of  the  uterus 
and  abdominal  muscles  force  the  head  downwards  and  back- 
wards, through  the  cavity  of  the  pelvis,  in  the  right  oblique 
diameter.  This  movement  of  descent  is  continuous  throughout 
the  other  movements  about  to  be  described.  The  foetus  is 
developed  in  a  flexed  attitude,  so  at  the  beginning  of  labour 
the  head  is  somewhat  flexed  on  the  chest.  As  soon  as  descent 
begins,  and  the  head  meets  with  resistance,  flexion  is  increased, 
until  the  occiput  gets  considerably  in  advance  of  the  sinciput. 
This  is  due  to  the  steeper  or  occipital  part  of  the  head  travel- 
ling quicker  than  the  more  sloping  front  part.  The  inward 
pressure  from  the  sides  of  the  canal  tend  to  increase  flexion 
when  it  has  commenced.     The  result  of  flexion  is  to  bring  the 
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sub-occipito-bregmatic  diameter  of  the  head  mto  the  obUque 
diameter  of  the  pelvis,  in  place  of  the  occipito-frontal,  i.e.,  to 
substitute  a  short  diameter  for  a  much  longer  one,  which 
will  allow  the  head  to  pass  more  easily.  The  movement 
of  flexion  is  a  very  important  one,  and  the  more  marked  it  is 
the  more  easily  will  the  head  pass  down. 

"When  the  flexed  head  has  passed  down  through  the  cavity 
of  the  pelvis,  the  leading  part  of  it,  viz.,  the  occiput,  impinges 
against  the  pelvic  floor,  and  we  then  have  the  next  movement, 
viz.,  internal  rotation.  The  occiput  turns  forward,  i.e.,  towards 
the  right,  under  the  pubic  symphysis.  This  is  caused  by 
the  elastic  resistance  of  the  pelvic  floor  forcing  the  occiput  in 
the  only  direction  in  which  it  can  go,  viz.,  forward  to  the  vulvar 
opening.  The  rule  for  internal  rotation  is,  that  the  leading 
part  of  the  child,  i.e.,  the  part  which  strikes  the  pelvic  floor 
first,  must  go  forward.  This  holds  good,  no  matter  what  the 
presentation  may  be.  The  result  in  this  case  is,  that  the  sub- 
occipito-bregmatic  diameter  of  the  head  changes  from  the  right 
oblique  diameter  of  the  pelvis  into  the  conjugate  at  the  outlet, 
i.e.,  into  the  longest  diameter  at  the  outlet,  which  of  course 
allows  of  the  head  passing  more  easily. 

"When  the  occiput  comes  under  the  pubic  symphysis,  the  nape 
of  the  neck  fits  well  into  the  arch,  and  then  we  have  the  next 
movement  of  extension.  It  is  the  undoing  of  flexion.  The  chin 
gradually  leaves  the  chest,  but  at  the  same  time  the  nape  of  the 
neck  glides  under  the  symphysis,  so  that  there  is  a  movement 
forward,  as  well  as  a  bending  back  of  the  head.  In  this  way  the 
top  of  the  head,  the  forehead,  and  then  the  face  of  the  child  is 
forced  over  the  perineum,  and  the  head  is  born.  Extension  is 
the  result  of  the  force  from  above  driving  the  head  downwards, 
while  the  perineum  resists,  so  the  head  must  pass  forwards  in 
the  line  of  the  resultant  of  the  two  forces,  i.e.,  in  the  axis  of 
the  outlet. 

The  next  movement  is  known  as  external  rotation  or  restitu- 
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Hon.  The  head  turns  round  so  that  the  face  of  the  child,  which 
was  looking  directly  towards  the  mother's  anus,  comes  to  look 
towards  her  right  thigh,  or  directly  upwards,  when  the  patient 
is  lying  in  the  usual  position  on  her  left  side.  The  head  has 
nothing  to  do  with  causing  this.  It  is  really  an  internal  rota- 
tion of  the  shoulders,  the  leading  shoulder  following  the  ordinary 
rule  of  internal  rotation,  and  passing  forwards  under  the  pubic 
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arch  just  as  the  occiput  did,  but  in  the  opposite  direction,  viz., 
towards  the  left.  The  posterior  shoulder  now  sweeps  over  the 
perineum,  and  both  shoulders  and  arms  are  born.  The  body  is 
then  expelled  without  any  difficulty,  as  a  rule. 

To  recapitulate  :  we  have  flexion,  descent,  increase  of  flexion, 
internal  rotation,  extension,  and,  finally,  external  rotation  and 
birth  of  the  body. 

Mechanism   in  the   Second  Position  (R.O.A.). — The  occiput 
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points  towards  the  right  cotyloid  foramen  and  the  sinciput 
towards  the  left  sacro-iliac  joint,  i.e.,  the  occipito-frontal 
diameter  of  the  head  lies  in  the  left  oblique  diameter  of  the 
pelvis.  The  left  parietal  bone  presents.  The  movements  of 
the  head  are  precisely  the  same  as  in  the  first  position,  viz., 
flexion,  descent,  increase  of  flexion,  internal  rotation,  extension 
and  external  rotation.  The  only  difference  is,  that  the  head 
descends  in  the  left  oblique  diameter  of  the  pelvis,  and,  as  the 
occiput  rotates  forward,  it  must  turn  towards  the  left.  In  ex- 
ternal rotation  the  face  turns  to  look  towards  the  mother's  left 
thigh,  or  directly  downwards  towards  the  bed. 

The  mechanism  in  occipito-posterior  cases  will  be  dealt  with 
later  on  when  we  consider  the  treatment  of  such  cases. 

Mechanism  of  the  Third  Stage. — During  the  third  stage  of 
labour  the  placenta  and  meml)ranes  are  separated  and  expelled. 
The  placenta,  which  is  from  6  to  8  in.  in  diameter,  is  attached 
to  a  portion  of  the  uterine  wall  of  corresponding  size.  The 
exact  position  of  the  attachment  varies,  but,  to  be  normal,  it 
should  be  somewhere  in  the  uterine  cavity  above  Bandl's  ring. 
"When  the  child  is  born,  the  size  of  the  uterus  is  much  reduced 
by  retraction  or  permanent  shortening  of  the  muscular  fibres, 
and  the  site  of  attachment  of  the  placenta  shrinks  with  the  rest 
of  the  wall.  With  each  contraction  during  the  third  stage 
more  and  more  retraction  occurs,  and  the  uterus  becomes 
smaller  and  smaller.  The  placenta  itself  cannot  shrink  very 
much ;  and,  as  its  site  does,  separation  necessarily  occurs.  The 
membranes  are  separated  in  the  same  way.  When  separation 
has  occurred,  the  uterine  contractions  expel  the  placenta  into 
the  vagina,  and  the  birth  of  it  is  completed  by  the  expulsive 
powers  of  the  abdominal  muscles.  It  may  come  edgewise  or 
doubled  on  itself.  The  membranes  follow  it.  More  or  less 
clot  comes  with  the  placenta. 


CHAPTEK  XII. 

THE  MANAGEMENT  OF  AN  ORDINARY  LABOUR. 

AiDiamentarinm — Arraugemeut  of  the  Red — Examination  of  the  Patient 
— Vaginal  Examination— The  First  Stage— The  Second  Stage— The 
Third  Stage. 

Before  taking  up  the  consideration  of  how  to  manage  an 
ordinary  labour,  let  us  first  consider  our  armamentarlmn.  The 
midwifery  bag  should  be  of  a  fair  size  and  have  a  removable 
canvas  lining,  fitted  with  loops  for  bottles.  This  lining  should 
be  sterihsed  from  time  to  time. 

Contents. 

1.  A  good  pair  of  all-metal  long  forceps.  Milne-Murray's 
axis-traction  ones  I  consider  the  best  yet  produced. 

2.  A  douche  with  a  long  curved,  channelled,  glass  nozzle. 
A  rubber  bag  douche  which  will  hold  five  pints  is  the  most 
convenient  of  all. 

3.  A  Higginson's  syringe  for  giving  enemata  only. 

4.  A  long  silver  or  glass  catheter. 

5.  An  antiseptic.  Lysol  is  the  most  convenient,  as  it  does 
away  with  the  need  of  a  greasy  lubricant.  Perchloride  of 
mercury  pellets  may  also  be  carried,  but  except  for  sterilising 
one's  hands  they  are  not  to  l)e  used  in  an  ordinary  labour. 

6.  Chloroform. 

7.  Ergot,  but  ergotin  or  ergotinin  for  hypodermic  use  is  of 
much  greater  value. 

(132) 
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8.  Clean  nail-brush. 

9.  Scissors,  curved  needles,  needle-holder,  silkworm  gut  and 
catgut. 

10.  A  small  packet  or  two  of  al)sorbent  wool.  Very  con- 
venient ounce  packets  of  this  are  now  supplied  by  chemists. 

Besides  these  it  is  well  to  carry  a  small  bottle  of  ether,  and 
an  opiate  in  one  form  or  other,  and  a  hypodermic  syringe  with 
tabloids  of  ergotinin,  morphia,  and  strychnine.  To  arm  one 
completely  for  emergencies,  a  packet  of  iodoform  or  sterilised 
gauze,  a  pair  of  packing  forceps,  a  pair  of  volsella  forceps,  and 
a  saline  infusion  apparatus  would  be  necessary. 

When  labour  begins,  you  should  attend  as  soon  as  sent 
for.  On  arrival,  inquiries  should  at  once  be  made  as  to  the 
nature  of  the  pains,  how  long  they  have  been  going  on,  and 
how  frequently  they  are  recurring,  and  also  if  there  has  been 
any  discharge.  If  the  patient  is  not  in  bed,  she  should  go 
there,  to  enable  you  to  examine  her. 

The  proper  arrangement  of  the  bed  is  of  great  importance. 
If  there  be  a  trained  nurse  in  attendance  she  is,  of  course, 
responsible  for  this,  but  many  patients  cannot  atibrd  to  have  a 
proper  nurse,  and  in  this  case  you  must  see  to  the  bed  yourself. 
If  possible,  the  bedstead  should  be  so  placed  as  to  allow  you  to 
.i^et  round  it.  A  firm  hair  mattress  is  the  best  form  of  bed, 
but  you  must  make  the  best  of  whatever  is  at  hand.  A 
mackintosh  sheet  is  usually  put  over  the  bed,  then  the  ordinary 
sheet,  and  above  that  a  smaller  mackintosh  with  a  folded  up 
•  h-aw-sheet,  or  blanket,  or,  what  is  much  better,  an  obstetric 
l)('d  sheet  (gamgee  tissue  does  nicely  for  this).  In  many  cases 
mackintosh  sheets  will  not  be  available,  but  several  plies  of  brown 
paper,  or  ordinary  newspapers,  make  a  very  good  substitute. 
The  draw-sheet,  at  least,  should  be  perfectly  clean.  Among 
I  lie  poorer  classes  it  is  usual  for  the  patient  to  have  on  a  dirty 
l)etticoat,  and  perhaps  soiled  underclothing  and  nightdress. 
The  petticoat  should  be  removed,  and  the  underclothing  and 


134  CLINICAL  OBSTETRICS. 

nightdress  replaced  by  clean  ones,  which  should  be  well  tucked 
up,  so  as  to  prevent  the  bottom  part  becoming  soiled.  It 
is  quite  impossible  to  conduct  a  labour  aseptically,  if  the 
surrounding  clothing  is  in  the  filthy  condition  that  it  too  often 
is. 

Examination  of  the   Patient. 

Your  hands  and  forearms  must  first  be  thoroughly  washed 
with  warm  water  and  soap.  Particular  attention  must  be 
paid  to  the  finger  nails.  When  the  hands  and  forearms  are 
thoroughly  clean,  they  must  be  soaked  in  an  antiseptic  solution 
for  several  minutes.  Corrosive  sublimate  solution  (1  to  1000)  is 
the  most  powerful,  but  a  1  per  cent,  lysol  one  does  admirably. 

Preliminary  to  the  vaginal  examination,  the  abdomen  should 
be  palpated  and  auscultated.  By  this  you  can  learn  if  the 
patient  is  pregnant,  if  she  is  in  labour,  if  the  child  is  alive, 
whether  it  is  a  longitudinal  (head  or  breech)  or  transverse 
presentation,  and  whether  or  not  the  presenting  part  has 
entered  the  brim.  Other  conditions  may  be  made  out  by 
palpation,  such  as  twins,  hydramnios,  etc.,  and  an  expert  can 
make  out  the  position.  Eoutine  palpation  of  the  abdomen 
is,  unfortunately,  generally  omitted  in  ordinary  cases,  but  you 
should  make  a  practice  of  it,  as  thereby  a  great  deal  can  be 
learnt.  Some  obstetricians  hold  that  by  palpation  you  should 
be  able  to  learn  all  that  you  require  to  know  without  making 
a  vaginal  examination,  but  with  that  I  cannot  agree.  If  the 
vaginal  examination  is  done  with  proper  care,  there  should  be 
no  risk  to  the  patient. 

Vaginal  Examination.  —  The  hands  should  again  be 
thoroughly  sterilised,  and  the  external  genitals  of  the  patient 
cleansed  with  an  antiseptic.  For  this  purpose  there  is  nothing 
better  than  a  1  per  cent,  solution  of  lysol.  A  properly  trained 
nurse  wiU  do  this  in  preparing  her  patient  for  you,  but  if  you  have 
no  nurse  do  it  vourself.     Use  swabs  of  absorbent  wool  and  not 
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an  ordinary  sponge.  This  proceeding  has  been  objected  to  on 
the  ground  that  patients  will  not  submit  to  it.  I  have  never 
found  this  to  be  the  case,  and  if  a  patient  should  object,  I  am 
confident  a  few  words  of  explanation  would  remove  all  scruples. 
With  the  patient  lying  on  her  left  side  there  is  very  little  ex- 
posure. When  the  parts  are  clean,  the  examining  hand  should 
be  soaked  in  the  lysol  solution,  and  the  finger  or  fingers  passed 
into  the  vagina  without  touching  anything  before  being  inserted. 
If  lysol  is  used  there  is  no  need  of  a  greasy  lubricant.  It  is  a  well- 
known  fact,  that  the  majority  of  so-called  antiseptic  lubricants 
are  far  from  being  aseptic,  and  there  mu.st  therefore  be  danger 
in  introducing  them  into  the  passages,  especially  into  the  uterus 
on  instruments.  Begin  the  examination  before  the  onset  of  a 
pain,  and  continue  it  during  the  pain.  You  make  out  if  she  is 
in  labour,  the  stage  it  has  reached,  the  condition  of  the  mem- 
branes, the  presentation  and  position  of  the  child,  and  the  state 
of  the  passages.  If  the  os  is  not  fully  dilated,  and  if  the  mem- 
branes are  intact,  be  careful  not  to  rupture  them.  If  every- 
thing is  right,  tell  the  patient ;  but  if  you  find  anything  abnormal 
do  not  alarm  her,  but  tell  some  responsible  person.  You  are 
sure  to  be  asked  if  the  labour  will  be  long,  but  be  careful  not 
to  commit  yourself  to  any  definite  time,  as  the  patient  will  lose 
confidence  in  you  if  the  time  is  exceeded. 

See  that  the  attendant  has  ready  plenty  of  hot  water,  towels, 
a  binder,  napkins  (wood-wool  or  gamgee  ones  preferably), 
hgatures  for  the  cord,  clean  sheets,  and  a  change  of  clothing 
for  the  patient,  as  well  as  the  baby's  garments.  Everything 
should  be  well  aired  before  the  fire. 

The  First  Stage.  —  If  the  labour  is  not  very  far  ad- 
vanced, and  the  bowels  have  not  been  freely  moved,  an 
enema  of  soap  and  water,  with  some  castor  oil  added,  should 
be  given.  It  is  well  to  see  to  this  yourself  if  there  is  no 
nurse.  In  the  early  stage  the  patient  may  be  left,  with 
instructions  that  you  are  to   be   sent  for  as  soon  as  the  waters 
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come  away.  If  the  os  is  the  size  of  a  crown  and  the  pains 
are  at  all  active,  you  had  better  stay  in  the  house,  but  not 
in  the  patient's  room.  She  may  be  allowed  to  move  about 
the  room  during  the  first  stage,  but  tell  her  not  to  bear  down. 
In  an  ordinary  case  you  will  not  require  to  examine  again  until 
the  membranes  have  ruptured.  If  the  patient  is  up  when  this 
occurs,  she  should  be  put  to  bed  at  once.  The  external  genitals 
should  be  again  cleansed  with  lysol  solution,  and  the  hands 
sterilised  as  before,  prior  to  the  vaginal  examination.  It  is  im- 
portant to  examine  immediately  after  the  membranes  rupture, 
for  fear  the  cord  may  have  been  swept  down  by  the  rush  of 
waters.  External  palpation  will  not  reveal  this,  and  if  it  has 
occurred  prompt  treatment  will  be  required  to  save  the  child. 
If  the  cord  cannot  be  replaced,  you  should  either  tm-n  or  apply 
forceps,  unless  you  see  the  child  is  likely  to  be  expelled  imme- 
diately. Interference  will  usually  be  necessary,  and  the  sooner 
it  is  done  the  better  the  chance  of  saving  the  child.  Before 
the  membranes  rupture  there  is  practically  no  danger  to  either 
mother  or  child  in  ordinary  cases,  but  as  soon  as  the  liquor 
amnii  drains  away  risk  to  both  begins. 

The  Second  Stage  has  now  commenced,  when  the  os  is  fully 
dilated  and  the  membranes  have  ruptured.  The  patient  must 
keep  in  bed,  and  she  should  be  encouraged  to  bear  down  as 
much  as  possible.  The  pain  in  her  back  may  be  eased  by  firm 
pressure.  If  the  suffering  is  very  great,  a  little  chloroform  may 
be  given  during  the  pains.  When  the  head  begins  to  bulge 
the  perineum  it  may  be  necessary  to  give  more  chloroform. 
The  chloroform  interferes  somewhat  with  the  uterine  con- 
tractions, and  if  much  is  given  it  abohshes  the  voluntary  con- 
tractions of  the  abdominal  muscles,  Imt  on  the  other  hand  it 
reUeves  the  patient's  sufferings  and  relaxes  the  passages.  If 
the  perineum  is  rigid,  hot  fomentations  may  help  to  relax  it. 
When  the  head  begins  to  bear  upon  the  perineum,  the  right 
thigh  should   be   supported.      Supporting  the  perineum  often 
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does  more  harm  than  good,  but  some  good  may  be  done  by 
putting  your  right  hand  flat  over  the  anus,  with  your  fingers 
on  one  side  of  the  vulva  and  your  thumb  on  the  other,  then 
push  the  whole  structure  forwards,  in  the  direction  the  head  is 
passing.  A  pledget  of  absorbent  wool,  wrung  out  of  lysol,  should 
iirst  be  placed  over  the  anus  to  prevent  the  hand  being  soiled. 
The  left  hand  should  at  the  same  time  be  passed  between  the 
thighs  from  the  front,  so  as  to  grasp  the  occiput  and  keep  the 
head  flexed  as  much  as  possible.  The  perineum  should  not  be 
stripped  back  over  the  forehead,  as  this  is  sure  to  tear  it.  The 
more  the  head  is  flexed  the  smaller  its  diameter  will  be  and  the 
less  the  strain  on  the  perineum.  Lateral  incisions  are  advised 
hy  some,  but  I  do  not  recommend  them.  As  soon  as  the 
liead  is  born,  feel  if  the  cord  is  round  the  neck,  and,  if  it  is,  slip 
it  over  the  head  or  shoulders.  If  it  is  too  short  to  allow  of 
tliis,  cut  it  and  deliver  quickly.  You  may  tie  it  in  two  places 
and  cut  between,  but  if  you  cannot  do  this,  secure  the  end 
attached  to  the  child  as  soon  as  the  trunk  is  delivered.  Do 
not  hurry  the  birth  of  the  trunk  unless  there  is  some  reason  for 
iloing  so,  and  try  to  prevent  the  shoulders  from  tearing  the 
[lerineum.  Do  this  by  pressing  the  body  well  against  the 
symphysis  pubis.  If  care  is  not  taken,  a  slight  tear  made  by 
the  head  may  very  easily  be  increased.  The  left  hand  should 
lollow  the  fundus  down  as  the  body  is  being  expelled.  If  you 
cannot  do  this,  get  the  attendant  to  do  it. 

The  child's  eyes  should  be  wiped  at  once  and  all  mucus 
treed  from  the  mouth.  It  will  usually  cry,  but  if  it  does  not, 
lift  it  up  by  the  feet  and  give  it  a  smart  slap  or  two  on  the 
Ijuttocks.  If  this  does  not  suffice,  artificial  respiration  will  be 
necessary.  As  soon  as  it  has  cried  freely,  or  at  once  if  arti- 
licial  respiration  is  necessary,  tie  the  cord  in  two  places,  two 
inches  and  four  inches  from  the  abdomen,  and  cut  between. 
i'he  second  ligature  may  be  placed  close  to  the  vulva.  A 
-iijut  thread  ligature  is  the  best,  and  be  sure  it  is  tied  tightly. 
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Cut  it  on  the  palm  of  your  hand  for  fear  of  wounding  any 
part  of  the  child. 

The  Third  Stage. — While  you  are  attending  to  the  child 
the  attendant  should  have  her  hand  on  the  abdomen  kneading 
the  uterus  gently.  The  patient  should  now  lie  on  her  back. 
Keep  up  this  gentle  kneading  for  a  little,  and  you  will  usually 
feel  the  uterus  contract,  and  expel  the  placenta  into  the 
vagina.  When  you  feel  it  slip  down,  press  firmly  down- 
wards and  backwards,  and  expel  it  from  the  vagina.  The 
membranes  are  usually  removed  by  twisting  them,  but  by 
grasping  them  between  the  finger  and  thumb  and  making  gentle 
traction  upon  them  you  will  be  able  to  tell  whether  they  are 
peeling  off  completely  or  tearing.  Examine  the  placenta  and 
membranes  carefully,  and  if  everything  is  not  complete,  explore 
the  uterus  at  once  and  clear  it  thoroughly.  A  small  tag  of 
membrane  left  behind  may  not  cause  any  mischief,  but  a  bit  of 
placenta  will  certainly,  so  it  must  ))e  cleared  out  at  once.  If 
the  placenta  does  not  come  away  in  fifteen  or  twenty  minutes, 
try  to  expel  it  by  firm  pressure  downwards  and  backwards. 
If  this  is  of  no  avail,  after  half  an  hour  or  so,  introduce  yom* 
aseptic  hand,  and  peel  the  placenta  off  and  remove  it.  This  can 
be  done  without  chloroform,  but  it  will  cause  great  pain.  If 
the  hand  has  to  be  introduced,  an  intra-uterine  douche  should 
be  given  immediately  afterwards.  This  will  wash  out  all  the 
debris  and  check  post-partum  haemorrhage. 

Of  late  there  has  been  a  tendency  to  advocate  immediate 
removal  of  the  placenta,  and  some  have  even  advised  doing 
this  by  traction  on  the  cord.  I  must  enter  a  strong  protest 
against  such  proceedings.  The  placenta  may  be  removed 
from  the  vagina  by  traction  on  the  cord,  but  it  should  never 
be  torn  off  the  uterus  and  dragged  out  in  this  way.  The 
natural  process  of  separation  and  expulsion  of  the  placenta 
from  the  uterus  takes  some  time.  We  may  assist  this  by 
gentle  kneading,  but  we  should  not  try  to  hurry  matters  too 
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much.  If  Nature  fails,  then  we  must  interfere,  but  only 
then. 

You  should  examine  the  perineum  immediately  after  the  child 
is  born.  If  it  is  torn  to  any  extent  it  should  be  stitched.  This 
may  be  done  at  once  to  save  time,  but  it  is  better  to  wait  until 
the  placenta  is  away.  Silkworm  gut  is  the  best  suture  for  the 
deep  stitches,  and  they  should  include  the  whole  tear.  Super- 
ficial catgut  ones  may  be  necessary  as  well.  In  shght  tears 
catgut  alone  may  be  used.  Tears  in  the  vagina  should  be 
closed  at  the  same  time  with  catgut.  As  a  rule  the  cervix  is 
not  stitched,  but  if  it  is  badly  torn  this  should  be  done.  It  can 
be  drawn  down  and  the  stitches  of  silkworm  or  catgut  easily 
inserted.  It  is  not  a  sign  of  bad  midwifery  to  have  a  perineum 
to  stitch,  but  to  leave  it  torn,  in  the  hope  that  Nature  will  repair 
it,  deserves  the  strongest  condemnation.  The  man  who  boasts 
that  he  never  has  had  to  stitch  a  perineum,  may  lay  to  his  soul 
the  flattering  unction  that  this  is  due  to  his  skill  as  an  obste- 
trician, but  some  of  his  patients  will  have  a  different  story  to 
tell. 

The  patient  must  now  be  cleansed  and  all  the  soiled  things 
must  be  removed.  Wash  her  thoroughly  with  the  lysol  solu- 
tion, using  swabs  of  absorbent  wool  and  apply  an  aseptic 
diaper.  Put  a  clean,  well-aired  draw-sheet  under  her.  If 
there  is  no  trained  nurse  present,  do  the  cleansing  yourself  and 
trust  to  no  ordinary  attendant.  If  the  uterus  is  well  contracted 
and  there  is  no  haemorrhage,  a  firm  binder  should  now  be 
applied.  The  lower  part  of  it  should  grasp  the  trochanters. 
The  binder  should  never  be  applied  until  the  uterus  is  well 
retracted.  If  it  tends  to  relax,  keep  kneading  it  until  it  be- 
comes firm  and  remains  so.  Pads  are  sometimes  applied  over 
the  uterus,  but  they  are  almost  sure  to  shift  and  do  more  harm 
than  good.  If  the  patient's  nightdress  is  soiled,  have  it  changed 
at  once. 

Formerly  routine  douching  was  advised  in  all  cases.       In 
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ordinary  labours  which  have  been  properly  conducted,  douching 
is  unnecessary.  It  will  probably  do  more  harm  than  good. 
If  the  parts  are  perfectly  aseptic  it  will  not  improve  matters  ; 
in  fact,  it  will  do  positive  harm  by  washing  out  the  protective 
organisms. 

Some  obstetricians  advise  giving  ergot  in  all  cases,  but  this 
is  not  necessary  unless  there  is  haemon-hage  or  the  uterus 
remains  flabby.  It  should  never  be  given  until  the  placenta 
is  away. 

After  the  patient  has  rested  a  little,  she  should  be  given 
some  shght  nourishment,  such  as  a  cup  of  tea.  In  ordinary 
cases  stimulants  are  not  necessary,  either  during  or  after  the 
labour,  but  if  the  labom-  has  been  at  all  prolonged  she  should 
have  had  some  nourishment,  such  as  a  cup  of  beef-tea  or  of 
extract  of  meat  during  the  time.  In  a  few  hours  the  child 
may  be  put  to  the  breast.  This  encom'ages  contraction  of  the 
uterus. 

Before  leaving  her,  see  that  the  pulse  is  slow,  the  uterus 
well  contracted,  and  the  discharge  normal  in  quantity.  It  is 
often  stated  that  the  pulse  falls  below  normal  immediately 
after  labour,  but  this  is  not  the  general  rule.  It  should  slow 
down,  but  it  seldom  faUs  below  normal.  If  you  find  it  has 
risen,  at  once  be  on  your  guard  against  post-partum  haemor- 
rhage. 


CHAPTER  XIII. 

THE  PUERPERIUM— CAKE  OF  THE  MOTHER  AND  CHILD. 

Involutiou  of  the  Uterus — The  Lochia — Rate  of  Involution — Subinvolution 
— Superinvolution — Care  of  the  Mother  during  the  Puerperium — After- 
pains — Evacuation  of  the  Bowels — The  Diet — Pulse  and  Temperature 
— The  Breasts — Length  of  Time  in  Bed — Care  of  the  Child — Dressing 
the  Cord. 

The  puerperium  includes  the  time  from  the  completion  of 
hi  hour  until  the  organs  of  reproduction  return  to  their  normal 
state.  For  the  first  two  weeks  or  so  the  woman  should  keep 
her  bed,  and  until  involution  is  completed  she  should  take 
care  not  to  over-exert  herself.  Working-class  women  generally 
rise  too  soon  and  exert  themselves  too  much,  and  as  a  conse- 
ijuence  many  of  them  suffer  from  subinvolution  and  prolapse  of 
the  uterus. 

On  the  completion  of  labour  the  uterus  is  about  7  in.  long 
and  weighs  about  2  lb.  It  has  to  diminish  to  3  in.  in  length, 
and  to  a  httle  over  an  ounce  in  weight.  Besides  the  uterine 
body,  the  surrounding  parts,  such  as  the  ligaments,  ovaries, 
tubes,  cellular  tissue,  and  vagina  have  all  to  undergo  a  process 
of  involution,  so  that  there  is  a  large  amount  of  material  to  be 
•^ot  rid  of.  It  must  also  be  borne  in  mind  that  other  organs 
besides  those  of  generation  have  increased  in  size  during  preg- 
uaucy,  and  that  they  too  must  involute.  The  heart  may  be 
taken  as  an  example.  At  the  end  of  pregnancy  the  left  ventricle 
lias  increased  in  thickness,  but  on  delivery  the  extra  strain  on 
ilie  eirculatiou  is  removed,  and,  as  it  is  no  longer  required,  the 
(141) 
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compensatory  hypertrophy  will  at  once  begin  to  disappear.  A 
large  amount  of  subcutaneous  fat  is  often  put  on  during  preg- 
nancy, and  it  usually  rapidly  disappears  during  the  puerperium. 

Involution  of  the  Uterus. — The  process  is  essentially  one 
of  fatty  degeneration,  and  absorption  of  the  redundant  tissue  of 
the  muscular  and  peritoneal  layers  of  the  uterus.  It  has  been 
maintained  that  there  is  a  complete  destruction  of  the  uterine 
muscular  fibres,  and  a  new  development  from  embryonal  cells 
in  the  outer  layers,  but  more  probably  it  is  only  a  partial 
degeneration.  On  the  other  hand,  Fischel  holds  that  the 
muscle-cell  contents  are  converted  into  a  peptone,  absorbed 
into  the  blood,  and  discharged  through  the  kidneys,  giving  rise 
to  peptonmria. 

The  involution  of  the  endometrium  differs  in  so  far  as  it  is 
not  absorbed,  but  cast  off  in  the  lochial  discharges.  At  bh'th, 
separation  of  the  decidua  takes  place  thi-ough  the  spongy  layer, 
leaving  behind  on  the  uterine  wall  the  deeper  cellular  layer,  and 
the  ends  of  the  glands  of  the  uterine  mucous  membrane.  The 
obliteration  of  many  of  the  blood-vessels  cuts  off  the  nourish- 
ment, and  this  layer  of  cells  undergoes  fatty  degeneration  and 
is  discharged  in  the  lochia.  When  this  layer  is  cleared  away, 
a  process  of  reproduction  of  the  endometrium  begins  from  the 
epithelial  cells  of  the  ends  of  the  glands  and  the  inter  glandular 
connective  tissue,  until  ultimately  a  new  mucous  membrane  is 
formed.  By  the  end  of  two  months  this  process  will  be  com- 
plete. 

As  I  have  ah-eadj'  mentioned,  changes  occur  in  the  ligaments, 
ovaries,  tubes,  cellular  tissue,  and  vagina,  as  well  as  in  the 
uterus.  The  process  in  some  of  these  structures  will  be  partly 
one  of  retraction  of  overstretched  tissue,  but  there  will  also 
1)6  degeneration  and  absorption,  where  there  has  been  hyper- 
trophy. 

While  involution  is  going  on,  and  more  especially  during 
the  first  ten  or  twelve  days,  a  very  large  amount  of  absorption 
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is  taking  place.  While  this  is  strictly  a  physiological  ]3i'ocess, 
it  approaches  dangerously  near  the  pathological,  and  very  little 
may  upset  the  balance. 

The  Lochia. — -The  discharges  which  come  from  the  genital 
canal  dm'ing  the  puerperium  are  known  as  the  lochia.  For 
the  first  five  days  or  so  the  discharge  consists  largely  of  blood 
from  the  various  vessels,  which  have  been  torn  across  by  the 
separation  of  the  placenta  and  decidua,  and  also  from  any 
small  tears  which  may  have  occurred  in  the  cervix  or  vagina. 
It  may  contain  clots,  especially  during  the  first  day.  From  its 
colour  it  is  known  as  the  lochia  rubra.  For  the  next  two  or 
three  days  it  is  serous  in  nature,  as  the  oozing  of  blood  should 
now  have  ceased  (lochia  serosa).  This  is  followed  by  the 
larJiia  alba,  which  consists  of  the  debris  of  decidua  and  blood 
cldt  from  the  interior  of  the  uterus,  along  with  dead  tissue  and 
pus  from  the  injuries  to  the  cervix  and  vagina.  Mingling  with 
the  whole  there  will  be  a  large  amount  of  mucus.  Micro- 
(jrganisras  of  a  non-pathogenic  nature  will  be  found  in  it ; 
they  are  the  vaginal  bacteria.  This  discharge  lasts  from  one 
to  two  weeks  or  even  longer. 

The  amount  of  lochia  varies  considerably  in  different  v.omen. 
i'or  the  first  three  or  four  days  it  is  much  more  profuse  than 
later.  For  practical  purposes,  the  amount  may  be  estimated  by 
the  number  of  napkins  required.  For  the  first  few  days  six 
per  day  should  be  sufficient.  The  amount  gradually  decreases, 
but  it  should  continue  to  flow  for  about  three  weeks.  A 
sudden  cessation  of  it  indicates  that  there  is  something  wrong. 
If  the  lochia  rubra  continues  too  long,  or  recurs  after  several 
ilays'  cessation,  in  all  probability  there  is  something  retained 
///  titero,  a  piece  of  placenta  or  membrane. 

The  discharge  has  a  heavy  odour  peculiar  to  itself,  but  it 
should  not  be  foetid.  When  it  is  exposed  to  the  air  it  soon 
lit  comes  septic,  hence  the  great  necessity  of  receiving  it  into 
aseptic    or    antiseptic    pads,    which,    when    soiled,    should    be 


144  CLINICAL  OBSTETRICS. 

removed  and  burned.  For  the  same  reason  the  external  geni- 
tals must  be  frequently  cleansed  with  an  antiseptic  lotion, 
and  no  soiled  draw-sheets  or  clothing  allowed  to  lie  under  the 
patient. 

Rate  of  Involution  of  the  Uterus. — During  the  first  ten 
days  the  rate  of  involution  is  rapid,  and  it  can  be  accurately 
gauged  each  day,  by  measuring  the  height  of  the  fundus.  The 
usual  method  is  by  daily  noting  the  relation  of  the  fundus  to 
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the  umbihcus,  but  this  is  far  from  being  accurate,  as  the  posi- 
tion of  the  umbilicus  varies  verj^  much  in  different  women. 
From  a  large  number  of  observations,  I  have  found  that  in  the 
majority  of  cases  the  umbilicus  is  7  in.  above  the  top  of  the 
symphysis  pubis,  but  in  a  good  many  it  varies  from  5  to  8  in., 
so  that  it  is  anything  but  a  fixed  point  to  measure  from.  This 
variation  is  not  due   to  variation  in  the   size   of  the  women, 
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as  one  might  expect.  The  top  of  the  symphysis  pubis  is  a 
fixed  point  from  which  accurate  daily  measurements  can  be 
taken,  and  by  keeping  a  record  of  these  we  can  watch  the 
Ijrogress,  during  the  first  ten  days.  By  the  end  of  that  time 
the  fundus  has  readied  the  brim  of  the  pelvis,  and  no  further 
measurements  can  be  taken.  The  progress  is  now  slower,  but 
it  should  go  on  steadily,  until  the  uterus  is  back  to  its  normal 
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Fig.  6. — Slightly  delayed  involution  from  sapi^emic  absorption 


size.  Care  must  be  taken  to  have  the  liladder  and  rectum  both 
empty  when  the  measurement  is  made,  as  otherwise  the  uterus 
will  be  pushed  up. 

Immediately  after  labour  the  top  of  the  fundus  should  be, 

on  an  average,  from  6  to  7  in.  above  the  symphysis.     Within 

the  first  twelve  hours  or  so,  it  usually  rises  from  h  to  1  in., 

aitd  then  falls  more  or   less   steadily   at   the  rate   of   al)out  1 

10 
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in.  in  twenty-four  hours.  By  the  tenth  day  the  fundus  should 
be  about  the  brim  of  the  pelvis. 

The  axis  of  the  uterus  is  not  usually  in  the  axis  of  the 
abdomen,  but  towards  one  or  other  side,  more  frequently  to- 
wards the  right  than  the  left.  Eotation  is  also  very  common, 
usually  from  left  to  right.  A  full  bladder  or  rectum  will  in- 
crease the  deviation. 

The  rate  of  involution  may  be  very  conveniently  depicted  on 
the  ordinary  temperature  chart,  by  taking  the  100°  line  to  re- 
present the  top  of  the  symphysis  and  counting  each  degree 
as  an  inch.  If  each  day's  height  is  marked  in,  and  the  dots 
are  connected  by  lines,  we  have  an  involution  curve  above  the 
temperature  curve,  and  we  can  thus  study  the  relationship 
between  them.  This  is  of  great  importance,  because,  as  we  shall 
shortly  see,  when  sepsis  occurs  involution  stops,  and  the  fundus 
often  rises  so  that  both  curves  will  rise  together  (Figs.  5  and  6). 

If  the  uterus  is  quite  emptied,  and  the  woman  healthy  and 
able  to  nurse  her  child,  involution  should  be  steady  and  satis- 
factory. 

Subinvolution. — Here  the  uterus  does  not  return  to  its 
normal  size  within  the  usual  time.  There  are  many  causes  for 
this,  such  as  sepsis  ;  the  retention  of  something  171  ntero — 
these  two  are  often  combined  ;  the  presence  of  fibroids  in  the 
wall ;  lacerations  of  the  cervix  ;  displacements,  generally  caused 
by  rising  too  soon  ;  failure  to  nurse  ;  certain  diseases  of  the  liver  ; 
chronic  valvular  disease  of  the  heart,  and  chronic  constipation. 

Superin volution. — This  is  an  exaggeration  of  the  process, 
whereby  the  uterus  becomes  smaller  than  normal.  The  causes 
are  not  exactly  understood.  It  may  arise  in  cases  of  wasting 
disease,  such  as  phthisis,  cancer,  and  anaemia,  after  a  rapid 
succession  of  labours,  from  prolonged  lactation,  and  after  an 
inflammatory  attack  of  the  ovaries  which  has  interfered  with 
their  functions.  It  also  seems  to  be  common  in  cases  of 
puerperal  insanity. 
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Care  of  the  Mother  during  the  Puerperium. — This  part 
of  obstetric  work  is  peculiarly  the  nurse's,  but  that  does  not 
mean  that  the  doctor's  responsibility  is  in  any  way  lessened. 
If  anything  it  is  increased,  because  he  is  not  only  responsible 
for  his  own  deeds,  but  also  for  those  of  a  woman,  who  may, 
through  carelessness  or  ignorance,  completely  undo  all  the  good 
that  he,  by  his  aseptic  precautions,  has  done.  A  well-trained, 
conscientious  nurse  is  a  treasure,  but,  on  the  other  hand,  a 
badly  trained,  presumptuous  woman,  who  does  things  on  her 
own  responsibility,  is  a  terror.  In  the  cases  where  no  nurse  is 
in  attendance,  you  have  to  instruct  the  attendant  what  she  is  to 
do,  and  above  all  what  she  is  not  to  do.  Sins  of  commission 
are  more  deadly  than  those  of  omission. 

The  patient  should  be  kept  quiet,  and  allowed  to  see  no 
visitors  for  several  days.  Among  the  working  classes  it  is 
practically  impossible  to  obtain  this  quiet,  but  fortunately  ex- 
citement does  not  seem  to  affect  them,  so  much  as  it  does  better- 
class  patients.  The  room  should  be  well  ventilated  and  kept 
at  a  temperature  of  about  60°  F.  Stirring  up  of  dust  must  be 
strictly  avoided,  so  any  dusting  required  should  be  done  with  a 
cloth,  damped  with  sanitas  or  some  other  antiseptic. 

The  vulvar  pads  must  be  changed  as  often  as  they  become 
soaked.  For  the  first  day  or  two  this  may  be  necessary  every 
four  or  six  hours.  The  vulva  should  be  washed  each  time 
with  an  antiseptic  lotion.  The  nurse  or  attendant  should 
wash  her  hands  each  time,  and  soak  them  in  the  antiseptic, 
before  touching  the  patient.  Clean  rags,  or,  better,  swabs  of 
gamgee  tissue  or  absorbent  wool,  should  be  used  for  cleansing 
purposes  and  then  burnt.  The  domestic  sponge,  so  often  used, 
is  a  frightful  source  of  sepsis,  and  it  should  be  strictly  forbidden. 
The  draw-sheet,  binder,  and  nightdress  should  be  changed 
when  they  become  soiled.  Some  nurses  have  been  trained 
to  douche  their  patients  once  or  twice  daily,  but  unless  there 
'is  some  special  reason  for  it,  this  should  be  strictly  forbidden. 
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and  before  delegating  such  an  important  operation  to  a  nurse 
satisfy  yourself  that  she  is  properly  equipped  for  it,  and  knows 
how  it  should  be  done.  The  binder  should  be  tightened  night 
and  morning,  and  when  this  is  being  done  the  uterus  should 
be  gently  massaged  for  a  few  minutes.  This  will  assist  involu- 
tion, and  promote  the  expulsion  of  clots,  if  there  should  be  any 
retained. 

Within  a  few  hours  after  delivery  the  patient  should  be 
encouraged  to  pass  urine.  To  facilitate  this  the  parts  inay  be 
steamed  or  hot  fomentations  applied.  Many  patients  are 
quite  unable  to  micturate  into  a  bed-pan,  when  lying,  but  can 
do  so  with  ease,  when  allowed  to  rise  on  their  hands  and  knees. 
When  patients  are  strong  enough  to  rise  in  this  way  to 
micturate,  they  should  always  do  so,  as  it  allows  of  free  drainage 
of  the  vagina.  If  a  patient  is  kept  lying  upon  her  back,  and 
is  only  allowed  to  urinate  and  defaecate  into  a  bed-pan  which 
raises  the  pelvis,  free  drainage  is  impossible.  Free  drainage 
is  of  so  much  importance  that  in  a  few  days  the  patient  should 
be  propped  up  in  bed  so  as  to  ensure  it.  If  the  first  effort  to 
empty  the  bladder  is  unavailing,  she  may  wait  for  a  little,  but 
within  twelve  hours  after  delivery  she  should  try  again,  and  if 
she  fails,  a  catheter  must  be  passed.  A  trained  nurse  should 
be  able  to  perform  this  delicate  operation,  but  in  many  cases 
you  must  do  it  yourself.  It  must  be  done  with  strict  aseptic 
precautions,  and  by  sight,  not  by  touch.  You  should  make 
it  a  routine  to  inquire  in  every  case  on  your  first  visit  after 
delivery,  if  urine  has  been  passed.  Unless  the  patient  is 
suffering  considerable  inconvenience,  she  is  not  hkely  to  volun- 
teer the  statement  that  she  is  unable  to  urinate.  If  the  bladder 
is  left  overdistended  for  many  hours,  not  only  will  there  be 
great  immediate  sufi'ering,  but  the  after  results  may  be  very 
serious. 

After-pains. — Muciparous  patients  will  almost  invariably 
suffer  from  these  for  thirty-six  to  forty-eight  hours  after  labour. 
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If  they  are  excessive,  a  dose  of  opium  may  be  given.  When 
they  occur  in  primiparae,  they  are,  as  a  rule,  due  to  retention 
of  clot  or  a  part  of  the  secundines.  In  such  cases  it  may  be 
necessary  to  clear  the  uterus,  by  means  of  the  lingers  and  an 
intra-uterine  douche. 

Evacuation  of  the  Bowels.— The  bowels  are  generally 
sluggish,  and  must  be  cleared  out  forty-eight  hours  after 
labour.  Any  purgative  may  be  used,  but  there  is  nothing 
better  than  the  old-fashioned  castor  oil.  A  sahne  should  be 
given  if  the  milk  is  to  be  dispersed,  but  salts  should  never  be 
administered  after  severe  haemorrhage.  It  may  be  necessary 
to  give  a  simple  enema  of  soap  and  water.  During  the 
remainder  of  the  puerperium  a  daily  evacuation  should,  if 
possible,  be  secured. 

The  Diet. — The  patient  will  not  be  inclined  for  much  food 
for  a  few  days,  but  she  will  probably  be  thirsty.  For  the  first 
three  days  she  should  be  kept  on  fluids,  such  as  tea  and  toast 
or  biscuits,  milk,  gTuel,  milk  puddings,  soups,  beef-tea,  and 
[)orridge  in  the  mornings,  if  she  cares  for  it.  After  the  bowels 
have  been  cleared  something  more  substantial  may  be  given, 
such  as  eggs,  fish,  rabbit,  chicken,  or  a  chop,  and  in  a  few  days 
ordinary  plain  food.  If  she  is  nursing,  she  must  continue  to 
take  a  good  deal  of  farinaceous  food  and  plenty  of  milk.  If 
she  is  not  nursing  the  amount  of  fluid  must  be  limited,  but 
if  she  is  thirsty  she  may  be  given  a  cream  of  tartar  drink. 
In  ordinary  cases  stimulants  are  not  required. 

Pulse  and  Temperature. — These  should  be  taken  morning 
and  evening.  As  already  .^stated,  the  pulse  rate  should  fall 
immediately  after  labour,  and,  if  everything  progresses  favour- 
ably, it  should  remain  somewhere  about  normal  throughout  the 
puerperium.  The  temperature  is  usually  slightly  raised  during 
labour,  but  it  should  soon  fall  to  normal,  or  a  little  below  that, 
lud  remain  about  normal  throughout.  If  the  breasts  become 
ijiigorged  it  will  rise  slightly,  but  any  rise  of  over  lOO'O^  F.  must 
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be  looked  upon  with  gi-ave  suspicion.  The  pulse  rate  is  a 
much  safer  guide  than  the  temperature.  If  it  persistently 
remains  high,  even  although  the  temperature  does  not  corre- 
spond, there  must  be  something  wrong.  In  considering  the 
complications  of  the  puerperium  we  shall  deal  with  this 
further. 

The  Breasts.  —  While  involution  is  taking  place  in  the 
various  organs  an  entirely  opposite  process  is  going  on  in  the 
breasts.  This  process  of  gi-owth  or  evolution  has  begun  dm-- 
ing  the  pregnancy,  and  there  has  even  been  some  secretion  of 
milk.  By  the  second  or  third  day  active  secretion  of  milk 
will  be  established,  and  the  breasts  will  probably  be  engorged 
and  painful.  As  already  stated,  the  temperature  and  pulse 
may  rise  a  Uttle. 

Unless  the  woman  is  very  delicate,  or  there  is  some  very 
good  reason  for  her  not  doing  so,  she  should  suckle  her  child. 
This  is  what  Nature  intends,  and,  as  far  as  possible.  Nature 
should  be  allowed  to  have  her  way.  Suckling  stimulates  in- 
volution and  thus  benefits  the  mother,  while  the  child  gets  its 
natm-al  nourishment.  In  our  large  cities  especially,  the  number 
of  women  who  can  nurse  their  childi'en  seems  to  be  much 
fewer  than  of  old.  This  is  not  altogether  from  disinclination, 
but  in  many  cases  from  actual  inability. 

During  the  last  two  or  tkree  weeks  of  pregnancy  the  nipples 
should  have  been  drawn  out,  and  occasionally  bathed  with  a 
spirit  lotion,  so  as  to  prepare  them.  They  should  be  carefully 
washed  before  the  child  is  allowed  to  suckle.  Some  advise 
putting  the  child  to  the  breast  immediately  after  labom-,  es- 
pecially if  there  is  any  tendency  to  post-partum  haemorrhage, 
but  it  is  better  to  wait  for  some  hours  at  least,  until  the  woman 
has  rested  a  little.  The  nipples  must  be  kept  perfectly  clean, 
and,  if  there  is  the  least  tendency  to  their  becoming  tender  or 
chapped,  they  must  be  treated  at  once.  A  preparation  of  tannic 
acid,  sulphurous  acid,  and  glycerine  makes  a  good  appUcation. 
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If  the  breasts  become  engorged  and  painful,  a  brisk  saline 
purge  will  usually  relieve  them.  They  may  also  be  carefully 
massaged  by  rubbing  towards  the  nipples.  Warm  olive  oil 
should  be  used  on  the  hands  while  rubbing.  Sometimes  it 
will  be  necessary  to  exhaust  them,  or  to  relieve  the  pain  by 
sedative  lotions,  such  as  lead  and  opium,  or  a  belladonna  pre- 
paration. If  a  lotion  is  used,  care  must  be  taken  to  thoroughly 
cleanse  the  nipples  before  the  child  sucks,  or  it  may  be  poisoned. 
When  the  nipples  are  very  flat,  a  nipple  shield  may  be  neces- 
sary. 

To  disperse  the  milk,  when  nursing  is  not  to  be  attempted, 
saline  purges  should  be  given  and  the  amount  of  fluid  diet 
restricted.  Belladonna  plasters  or  other  preparations  of  the 
drug  are  frequently  applied  to  the  breasts,  but  the  best  means 
of  checking  the  secretion  is  by  having  the  breasts  padded  and 
fii-mly  bandaged,  immediately  after  deliveiy.  If  this  is  done 
properly,  the  milk  secretion  will  be  checked  in  a  very  few  days. 

Howlong  should  a  Puerperal  Patient  be  confined  to  Bed? 
— No  woman  should  be  allowed  to  sit  up,  out  of  bed,  until  the 
fundus  uteri  has  fallen  below  the  brim.  As  this  does  not  occur 
before  the  tenth  day,  she  should  not  be  allowed  to  rise  before 
then.  Working-class  women,  as  a  rule,  rise  far  too  soon,  and,  as 
a  consequence,  many  of  them  suffer  from  subinvolution  and  dis- 
placements. If  there  is  no  trained  nitrse,  then  by  the  sixth 
or  seventh  day  the  patient  may  be  Hfted  out  of  bed  on  to  a 
couch  while  the  bed  is  being  thoroughly  made,  as  ordinary 
attendants  seldom  know  how  to  make  a  bed  with  a  patient  in 
it.  This  may  be  repeated  each  night,  and  will  greatly  add  to 
the  patient's  comfort.  By  the  end  of  a  fortnight  most  patients 
will  be  able  to  be  up  for  part  of  the  day,  and  they  may  go  about 
the  house  during  the  third  week  and  even  go  out  for  a  little  in 
fine  summer  weather.  After  a  severe  labour,  if  the  parts  have 
been  lacerated,  the  patient  should  not  be  allowed  to  leave  her 
bed  until  healing  is  complete. 
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Care  of  the  Child. — This  is  largely  left  to  the  nurse,  but 
the  doctor  should  see  that  it  is  properly  attended  to.  The 
eyes  should  be  carefully  washed,  and  if  there  has  been  any 
suspicious  vaginal  discharge  from  the  mother,  protargol  20  gr. 
to  the  ounce  should  at  once  be  dropped  into  them.  In  hospital 
practice  this,  or  some  other  preparation,  is  invariably  used  as 
a  preventative  of  ophthalmia. 

Dressing  the  Cord. — Before  a  dressing  is  applied,  always 
examine  the  cord,  to  see  if  there  is  any  oozing.  If  there  is, 
and  in  all  cases  where  the  cord  is  very  thick,  apply  a  second 
ligature  about  an  inch  from  the  skin.  In  a  very  short  time  a 
thick  cord  will  shrink  so  much  that  the  ligature  will  become 
quite  loose,  and  bleeding  of  a  very  serious  nature  may  occur. 
The  cord  is  usually  dressed  with  a  clean  linen  rag,  but  it  would 
be  much  safer  to  put  a  dry  antiseptic  dressing  on  it,  after 
dusting  it  well  with  boracic  acid.  In  hot  climates  this  should 
always  be  done  as  a  preventative  of  tetanus  neonatorum. 
When  the  child  is  dressed  it  may  be  given  a  little  sugar  and 
water,  but  it  should  not  be  at  once  dosed  with  castor  oil.  It 
may  be  put  to  the  breast  in  a  few  hours.  On  your  first  visit 
always  ask  if  it  has  passed  water  and  had  its  bowels  moved. 
If  the  bowels  have  not  moved,  examine  the  anus  to  see  if  the 
rectum  is  occluded.  The  first  milk  or  colostrum  from  the 
mother  wdll  usually  move  the  bowels,  but,  if  it  does  not  and  the 
rectum  is  patent,  half  a  teaspoonful  of  castor  oil  may  be  given. 
If  there  is  any  difficulty  with  the  urine,  examine  the  foreskin 
in  boys,  as  it  sometimes  requires  to  be  dilated  or  incised.  The 
administration  of  hot  water  or  ten  drops  sp.  aeth.  nitrosi  may 
be  required  to  assist  the  kidneys. 

The  stump  of  the  cord  should  drop  off  in  from  three  to  seven 
days,  and  you  should  then  examine  the  umbilicus  to  see  if  it 
is  all  right. 

The  proper  feeding  of  the  child  will  be  dealt  with  in  a  sub- 
sequent chapter. 


CHAPTER  XIV. 

THE  HEMORRHAGES  OF  THE  EARLY  MONTHS  OF 
PREGNANCY. 

Menstruation — Purpura  Haemorrhagica — Scurvy — Haemophilia — Hasmor- 
rhage  from  a  Diseased  Cervix — Haemorrhage  from  Wounds  of  the 
External  Genitals — Ectopic  Pregnancy. 

As  a  rule,  when  a  woman  becomes  pregnant  her  monthly  men- 
strual discharge  ceases  completely,  and  she  should  be  free  from 
any  loss  of  blood  from  the  uterus  until  labour  occurs.  In  a  few 
cases,  however,  menstruation  is  continued  for  the  first  two  or 
three  months.  During  this  time  the  ovum  does  not  entirely 
fill  the  uterine  cavity,  and  until  it  does,  there  is  a  free  space 
between  the  deciduae  reflexa  and  vera  from  which  the  discharge 
may  come.  In  other  cases,  again,  menstruation  has  been  noted 
as  continuous  throughout  the  whole  pregnancy,  and  a  very  few 
rare  cases  have  been  recorded,  where  women  have  menstruated 
only  during  pregnancy.  An  explanation  of  this  phenomenon 
of  menstruation  during  pregnancy  is  found,  in  some  of  the  cases 
at  least,  in  the  fact  that  there  is  a  double  uterus.  In  the  early 
stages  of  development  the  uterus  is  a  double  organ,  and  in  rare 
cases  fusion  does  not  take  place,  so  that  a  uterus  didelphys 
persists,  or  the  two  halves  may  fuse,  but  the  septum  between 
them  remains,  giving  a  uterus  bicornis  duplex.  The  vagina 
may  or  may  not  be  double.  Each  half  has  its  own  ovary  and 
Fallopian  tube,  and  an  ovum  may  develop  in  one  or  both  of  the 
halves.  If  one  side  only  becomes  impregnated,  the  woman  may 
continue  to  menstruate  from  the  other  side,  but  this  does  not 
necessarily  follow,  as  is  shown  in  the  case  of  Mrs.  W.,  page  400. 
(153) 
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If  the  second  should  happen  to  become  impregnated  several 
months  after  the  first,  there  would  be  a  complete  cessation  of 
menstruation,  and  you  would  have  a  very  interesting  condition 
at  labour,  of  the  birth  of  either  a  mature  and  a  premature 
child  at  one  time,  or  of  two  mature  children  within  a  few 
months  of  each  other.  This  is  an  explanation  of  what  is 
usually  described  as  the  condition  of  superfoetation. 

Treatment. — Menstruation  during  pregnancy  does  not  call 
for  any  special  treatment,  but  the  woman  should  rest  at  the 
times,  as  there  is  likely  to  be  a  tendency  to  an  abortion  or 
premature  labour. 

In  rare  cases  slight  irregular  haemorrhages  may  occur  with- 
out any  apparent  cause,  and  they  may  continue  throughout 
the  whole  pregnancy.  The  following  is  a  case.  Mrs.  S. 
during  her  first  pregnancy  began  to  have  a  slight  discharge  of 
blood  about  the  fourth  month,  and  this  continued  until  prema- 
ture labour  came  on  at  the  seventh  month.  There  was  no 
extra  bleeding  at  the  confinement,  so  it  was  not  a  case  of 
placenta  praevia.  The  child  survived.  During  her  second 
pregnancy  she  was  under  my  care.  About  the  fourth  mouth 
the  discharge  commenced  again,  and  it  continued  throughout 
the  whole  pregnancy.  It  was  very  slight,  but  it  was  nearly 
always  present.  Careful  examination  threw  no  light  on  the 
subject.  Various  drugs  were  given  in  addition  to  a  continuous 
course  of  chlorate  of  potash,  but  nothing  checked  it.  8he  went 
to  full  time,  and  was  delivered  of  a  fine  healthy  child.  The 
placenta  was  normally  situated,  but  it  showed  extreme  fatty 
and  calcareous  degeneration.  This  was  not  a  case  of  menstru- 
ation, neither  was  there  a  double  uterus.  The  patient  is 
healthy  and  her  ordinary  menstrual  periods  are  normal.  The 
decidua  was  undoubtedly  in  an  unhealthy  condition,  and  the 
bleeding  probably  came  from  the  part  of  it  in  the  lower  uterine 
segment.  The  chlorate  of  potash  probably  carried  her  on  to 
full  time. 
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Purpura  Haemorrhagica  is  an  exceedingly  rare  complica- 
tion of  pregnancy,  but  when  it  does  occur  it  is  apt  to  interrupt 
the  pregnancy.  It  may  occur  any  time  during  the  pregnancy. 
A  general  haemorrhagic  rash  appears  all  over  the  patient,  and 
there  is  often  bleeding  from  the  kidneys,  bowels  and  stomach. 
The  gums  will  also  bleed  profusely.  The  uterus  is  almost  sure 
to  expel  its  contents,  and  profuse  haemorrhage  often  occurs. 
The  patient  may  die  from  haemorrhage  at  the  time  of  labour 
or  abortion,  or  subsequently  from  exhaustion  or  sepsis.  In 
some  cases  the  disease  may  only  manifest  itself  during  the 
puerperium.  In  all  cases  the  prognosis  is  exceedingly  grave. 
For  a  fuller  discussion  of  this  condition  see  chapter  v. 

Scurvy. — This  disease  is  occasionally  found  in  pregnancy 
in  large  cities  during  times  of  distress.  It  arises  from  improper 
feeding,  especially  from  the  want  of  fresh  meat  and  vegetables. 
A  diet  of  tea  and  bread,  with  an  occasional  salt  fish,  is  sure  to  be 
followed  by  scurvy  sooner  or  later.  It  thus  differs  from  purpura 
haemorrhagica,  as  diet  has  nothing  to  do  with  causing  the  latter. 

The  disease  will  probably  first  manifest  itself  in  the  gums, 
which  will  become  very  spongy  and  bleed  easily.  Haemorrhages 
will  appear  in  different  parts  of  the  body.  There  may  be  a  rash, 
but  the  haemorrhages  will  usually  be  much  larger,  forming  spots 
of  ecchymosis.  The  disease  differs  in  no  way  from  an  ordinary 
case  of  scurvy.  In  mild  cases  pregnancy  may  not  be  interfered 
with,  but,  if  the  disease  is  severe,  abortion  or  premature  labour 
may  occur.     The  child  may  show  evidence  of  the  disease. 

The  prognosis  is  favourable  in  mild  cases  for  both  mother 
and  child,  but  in  severe  cases  it  is  unfavourable  for  both. 

Tlie  treatment  is  the  same  as  in  ordinary  scurvy,  vit.,  a 
Hberal  fresh  diet,  with  plenty  of  vegetables.  Lime  juice  may 
be  given,  and  iron  and  arsenic.  The  mouth  should  be  kept 
clean  with  an  antiseptic  wash. 
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Haemophilia. — This  is  fortunately  an  exceedingly  rare  com- 
plication of  pregnancy.  If  it  should  occur  the  patient  would,  as 
at  other  times,  be  liable  to  haemorrhages  in  various  parts  of  the 
body  from  slight  injuries.  She  would  likely  be  more  liable  to 
abort  than  an  ordinary  patient,  and  there  would  be  great  diffi- 
culty in  controlling  the  haemorrhage,  then  and  after  labour. 

The  prognosis  of  labour  or  abortion  in  such  a  case  would  be 
grave. 

Treatment. — I  would  suggest  the  administration  of  supra- 
renal extract  for  a  few  days  before  labour,  or  on  the  onset  of 
abortion.  To  control  post-partum  bleeding  the  uterus  and 
vagina  should  be  very  firmly  plugged,  preferably  with  strips 
of  gauze,  steeped  in  a  solution  of  suprarenal  extract.  If  the 
ordinary  gland  substance  were  used,  .30  gr.  of  the  powder  should 
first  be  boiled  for  three  minutes  in  a  pint  of  water,  so  as  to 
sterihse  it.  An  intra-uterine  douche  of  a  couple  of  pints  of 
this  solution  might  first  be  given.  The  plug  could  be  left  in 
for  twenty-four  hours,  and  if  there  was  any  bleeding  on  its 
removal  another  should  be  inserted.^ 

Haemophilia  is  sometimes  seen  in  the  new-born  infant.  I 
reported  a  case  of  this  in  the  British  Medical  Journal  some 
years  ago.  The  child  died  when  about  a  fortnight  old  after 
repeated  haemorrhages  into  almost  all  parts  of  its  body,  including 
the  joints. 

Haemorrhages  may  occur  from  various  parts  of  the  body,  and 
also  from  the  uterus,  in  severe  constitutional  diseases,  such  as 
haemorrhagic  small-pox,  typhus  and  scarlet-fever.  The  preg- 
nancy will  be  almost  sm-e  to  be  interrupted. 

The  prognosis  in  such  cases  is  exceedingly  grave. 

The  treatment  consists  in  the  ordinary  treatment  of  such 
diseases.  Special  attention  must  be  paid  to  the  prevention  of 
post-partum  haemorrhage.     In  measles  there  is  said  to  be  a 

1  The  application  of  superheated  steam  (atmocausis\  to  the  interior  of 
the  uterus  has  been  strong!}-  advocated  by  Pincus, 
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special  tendency  to  post-partum  hsemorrhage,  but  this  has  not 
been  my  experience. 

Haemorrhage  from  a  Diseased  Cervix. — In  cancer  ot  the 
cervix  haemorrhage  may  occur  at  any  time  during  pregnancy. 
Coitus  or  the  examining  finger  may  cause  it.  There  will  prob- 
ably be  a  foul  discharge  as  well. 

Diagnosis. — Per  vaginam  the  cervix  will  l^e  found  to  be 
ulcerated,  and  probably  breaking  down.  It  will  bleed  easily 
on  touch.  Care  must  be  taken  not  to  mistake  it  for  a  case  of 
placenta  praevia. 

The  prognosis  is  exceedingly  grave  as  regards  the  mother. 

Treatment. — In  the  early  months  the  best  treatment  is  com- 
plete extirpation  of  the  uterus.  If  the  case  has  gone  on  to  full 
time,  it  may  be  possible  to  dehver  a  live  child  by  the  natural 
passages,  but  in  many  cases  this  will  be  impossible.  In  the 
interest  of  the  child  a  Caesarian  section  should  be  done,  and  a 
complete  extirpation  of  the  uterus.  The  woman's  chances  will 
be  small,  but,  as  otherwise  her  fate  is  sealed,  you  will  be  justified 
in  taking  great  risks. 

Haemorrhage  from  "Wounds  of  the  External  Genitals. — 
During  pregnancy  the  external  genitals  liecome  very  vascular. 
The  vagina  takes  on  a  dusky  hue,  and  the  veins  about  the  vulva 
are  frequently  very  varicose.  An  injury  to  the  vulva  or  vagina 
may  cause  very  violent  haemorrhage.  If  the  surface  is  not 
broken,  a  haematoma  will  form,  and  it  may  reach  a  large  size. 
If  there  is  a  wound  it  may  be  only  a  very  small  one,  and  yet 
the  haemorrhage  may  be  most  alarming. 

A  description  of  two  such  cases  will  sutfice.  In  the  first 
case  the  woman,  a  multipara,  was  about  seven  months  preg- 
nant. While  intoxicated  she  had  fallen  against  the  sharp  edge 
of  a  tub  into  which  she  was  micturating.  She  nearly  bled  to 
death  from  a  small  punctured  wound  in  the  vestibule,  near  the 
meatus  urinarius.  The  wound  was  exactly  like  a  leech  bite.  I 
had  considerable  difficulty  in  securing  the  bleeding  point  with  a 
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ligature.  The  second  case  was  also  in  a  multipara  about  seven 
months  pregnant.  In  getting  out  of  bed  hurriedly  she  had 
fallen  astride  of  the  back  of  a  chair.  The  wound  was  a  much 
larger  one  than  in  the  other  case,  involving  the  meatus  urinarius 
and  extending  up  into  the  vestibule.  It  was  stitched  with  cat- 
gut before  she  was  brought  to  us,  and  as  it  was  still  oozing  we 
plugged  the  vagina  and  vulva,  and  put  on  pressure  by  means  of 
a  large  vulvar  pad  secured  with  a  T  l^andage.  Both  cases  did 
well  and  went  to  full  time. 

The  j)roguosis  is  good,  if  the  patient  is  seen  in  time,  but  she 
might  easily  bleed  to  death,  if  not  attended  to. 

Treatment. — Secure  the  point  by  means  of  ligatures  or 
stitches.  You  will  find  some  difficulty  in  doing  this,  as  there 
is  so  little  tissue  between  the  symphysis  and  the  mucous  mem- 
brane. If  the  meatus  is  involved  you  may  have  to  tie  a  catheter 
in.     In  stitching  be  careful  not  to  include  the  urethra. 

In  a  case  of  hematoma  apply  cold  compresses  and  use 
absorbents.  If  it  is  in  the  early  months,  it  will  probably 
absorb  before  labour.  On  the  slightest  indication  of  sup- 
puration, incise,  turn  the  clot  out,  and,  after  washing  out  the 
cavity,  plug  it  thoroughly  with  iodoform  gauze. 

Injury  to  the  vagina  may  be  caused  by  violent  coitus,  or  by 
something  being  pushed  into  it,  e.g.,  to  induce  abortion. 

Treatment. — Secure  the  wound  by  stitches,  if  possible,  or  use 
a  firm  plug.  We  have  found  suprarenal  extract  very  useful 
when  there  was  much  oozing  of  blood. 

Ectopic  Pregnancy. 

The  subject  of  ectopic  pregnancy  is  such  a  wide  one  that 
I  shall  not  attempt  to  discuss  it  fully,  but  shall  content  myself 
with  a  short  sketch  of  it  from  a  cUnical  standpoint.  As  haemor- 
rhage is  a  very  constant  feature  of  this  condition,  it  will  be 
convenient  to  consider  it  in  this  section. 
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Under  the  term  ectopic  are  included  all  the  forms  of  preg- 
nancy which  occur  outside  the  uterine  cavity.  At  one  time  it 
was  maintained  that  in  all  cases  the  primary  starting-point  was 
some  part  of  the  tube,  but  recently  it  has  been  shown  that  there 
is  a  primary  ovarian  form,  i.e.,  that  the  ovum  becomes  impreg- 
nated in  the  ovary  and  attaches  itself  there  from  the  very  first. 
A  primary  abdominal  form  has  not  yet  been  clearly  demonstrated. 

When  the  ovum  develops  in  that  portion  of  the  tube  which 
penetrates  the  uterine  wall,  it  is  called  an  interstitial  pregnancy . 
As  it  grows,  it  may  push  its  way  into  the  uterine  cavity  and  give 
rise  to  a  tuho-uterine  pregnancy,  which  may  go  to  full  time  and 
terminate  by  delivery  through  the  normal  passages.  The  true 
tuhal  varieties  are  named  according  to  the  position  of  attachment, 
infwidibulaj-  or  ampullary.  The  abdominal  ostium  of  the  tube 
is  generally  closed  by  adhesions  before  the  eighth  week,  but  in 
some  cases  the  ovum  grows  out  through  it  into  the  abdominal 
cavity,  and  gives  rise  to  a  tnbo- abdominal  pregnancy.  The  same 
condition  may  arise  by  the  ovum  forcing  its  way  through  the 
wall  of  the  tube,  or  through  the  broad  ligament  secondarily  to  a 
primary  rupture  between  its  folds.  If  the  ovum  is  extruded 
completely  through  the  abdominal  ostium  and  loses  its  attach- 
ments, so  that  further  development  ceases,  a  tubal  abortion  has 
occurred.  When  the  fimbriae  become  attached  to  the  ovary 
and  form  a  tubo-ovarian  cyst,  the  gestation  sac  will  grow  into 
this  and  form  a  tubo-ovarian  pregnancy.  This  form  has  fre- 
quently been  mistaken  for  a  true  ovarian  one.  Sub-peritoneo- 
pelvic  or  intra-ligamentoics  really  begin  as  tubal,  but  either 
rupture  through  the  lower  part  of  the  tube,  or  so  stretch  it  as 
to  extend  between  the  folds  of  the  broad  ligament.  If  develop- 
ment continues,  the  peritoneum  is  gradually  lifted  up.  If  a 
secondary  rupture  occurs  into  the  peritoneal  cavity  and  develop- 
ment continues,  you  get  a  tiibo-abdominal  variety.  In  all  cases 
where  development  continues  after  rupture,  the  placenta  must 
have  remained  fairly  intact. 
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Course  and  Termination  of  an  Ectopic  Pregnancy. — 

Almost  every  variety  may  go  to  full  time,  but  in  most  cases 
rupture  occurs  in  the  early  months.  In  a  few  cases  a  tubal 
abortion  occurs,  by  the  ovum  being  extruded  from  the  fim- 
briated extremity  of  the  tube  into  the  peritoneal  cavity.  When 
the  impregnated  ovum  comes  to  rest  in  the  tube,  it  becomes 
attached  to  a  thickened  portion  of  the  mucous  membrane  which 
forms  a  decidua  serotina.  The  other  deciduae  form,  but  not  so 
completely  as  in  a  uterine  pregnancy.  The  calibre  of  the  tube 
is  not  very  great,  and  in  a  short  •  time  the  growing  ovum  will 
have  distended  it  very  much.  The  wall  is  very  likely  to  give 
way,  especially  if  any  sudden  strain  be  put  upon  it.  A  rough 
examination  may  very  easily  cause  a  rupture.  There  is  a  great 
tendency  to  haemorrhages  into  the  intervillous  spaces,  and  this 
may  cause  rupture,  or  so  affect  the  embryo  as  to  desti'oy  it. 
Eupture  is  liable  to  occur  at  the  placental  site,  as  the  tube  is 
thin  there.  If  the  tear  is  into  the  peritoneal  cavity,  the  bleeding 
may  be  so  profuse  as  to  cause  the  patient's  death  in  a  very  short 
time.  If  the  pelvis  becomes  roofed  over  by  adhesions,  the 
bleeding  may  be  checked  by  the  pressure  of  the  encapsuled 
blood,  preventing  fatal  loss.  A  secondary  rupture  may  occur 
and  prove  fatal.  In  many  cases,  the  tube  ruptures  at  its  lower 
part,  and  the  bleeding  occm-s  between  the  folds  of  the  broad 
ligament.  The  pressure  may  prevent  a  very  large  quantity 
from  being  poured  out.  A  secondary  rupture  may  occur  here 
into  the  peritoneal  cavity  and  cause  death.  If  the  embryo 
has  not  been  destroyed,  nor  the  placenta  interfered  with,  the 
ovum  will  go  on  developing  between  the  layers  of  the  broad 
ligament.  The  peritoneum  wUl  be  gradually  stripped  up.  The 
ovum  is  really  growing  behind  the  peritoneum,  or  in  other 
words  it  is  subperitoneal.  If  a  secondary  ruptm'e  does  not 
occur,  it  may  go  on  developing  to  full  time.  If  the  foetus  is  not 
then  removed  by  operation,  it  will  soon  die  and  shrivel  up.  It 
may  be  retained  for  many  years  without  giving  rise  to  much 
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discomfort,  but  it  is  liable  to  contamination  from  the  bowel  which 
lies  so  near  it.  It  will  then  probably  begin  to  discharge  piece- 
meal through  the  rectum  or  elsewhere.  When  the  embryo  is 
destroyed  in  the  early  months  it  will  very  soon  be  absorbed, 
and  many  patients  recover  in  this  way  by  absorption  of  the 
ovum  and  clots.  In  some  cases  it  may  abort  into  the  peri- 
toneal cavity  through  the  ostium  of  the  tube  without  rupture 
occurring. 

The  placenta  is  said  to  grow  after  the  death  of  ths  foetus, 
l)ut  this  is  really  not  the  case.  It  increases  in  size  from  ex- 
travasation of  blood  into  its  tissues.  This  extravasated  blood 
becomes  organised,  and  the  placenta  becomes  changed  into  a 
mass  of  connective  tissue.  There  is  an  increase  in  size,  but  it 
is  not  a  true  growth. 

Twin  embryos  are  occasionally  found,  and  at  times  both 
tubes  are  affected,  and  occasionally  a  tubal  pregnancy  co-exists 
with  an  ordinary  uterine  one.  The  corpus  luteum  has  been 
observed  to  be  in  the  ovary  of  the  other  side  from  that  in 
which  the  pregnancy  is,  so  that  there  must  have  been  a  migra- 
tion of  the  ovum. 

Changes  in  the  Uterus. — ^The  uterus  enlarges  to  about  the 
size  of  a  third  or  fourth  month's  pregnancy,  but  does  not  in- 
crease beyond  that,  even  if  the  fcetus  develops  to  full  time.  A 
decidua  forms  in  the  uterus,  and  it  is  generally  cast  off  about 
the  time  of  rupture  of  the  tube.  The  cervix  is  softened,  just  as 
in  an  ordinary  pregnancy.  When  the  ovum  dies,  the  uterus 
gradually  involutes  and  returns  to  normal  size. 

Si.<jm  and  Symptoms. — In  the  early  period  you  get  the  usual 
signs  of  pregnancy.  Morning  sickness  is  generally  present, 
:uid  the  breasts  may  exhibit  changes.  As  regards  menstruation 
it  may  be  delayed  or  missed  for  a  time,  but  irregular  haemor- 
rhages usually  occur  after  a  few  weeks.  Shreds  of  the  decidual 
membrane  may  be  found  in  the  discharge,  or  even  a  complete 
uterine  cast.  This  is  a  most  valuable  indication,  especially  if 
11 


i62  CLINICAL  OBSTETRICS. 

a  microscopic  examination  of  it  be  made.  Decidual  cells  and 
no  chorionic  villi  will  be  found  in  it,  thus  distinguishing  it  from 
an  early  ordinary  abortion.  The  patient  may  suffer  from 
cranipy  pains.  If  an  examination  is  made,  the  uterus  will  be 
found  enlarged  and  the  cervix  softened.  A  careful  bimanual 
examination  will  reveal  a  swelling  at  one  or  other  side, 
apparently  in  the  tube,  and,  unless  it  be  an  ovarian  pregnancy, 
separate  from  the  ovary.  It  is  not  often  the  condition  is  re- 
cognised before  rupture.  One  seldom  has  an  opportunity  of 
examining  a  patient  beforehand,  unless  the  irregular  haemor- 
rhages cause  her  to  seek  advice.  In  some  cases  the  patient  has 
no  idea  that  she  is  pregnant,  and  if  she  is  unmarried  she  may 
carefully  conceal  the  fact  that  she  might  be  in  that  condition. 
Prior  to  rupture,  the  indications  are  very  obscure. 

Symptoms  of  Bupture. — Rupture  occurs  usually  before  the 
twelfth  week.  Without  any  warning  the  patient  may  be  seized 
with  agonising  pain  in  the  abdomen,  followed  by  sudden  col- 
lapse. There  is  a  bloody  flow  from  the  uterus.  The  patient 
will  show  all  the  indications  of  profound  shock  and  severe  in- 
ternal haemorrhage.  The  small  amount  of  external  haemorrhage 
can  not  in  any  way  account  for  the  anaemia.  If  the  rupture 
be  only  partial,  the  symptoms  may  not  be  very  alarming,  but, 
on  the  other  hand,  if  it  be  complete  and  the  haemorrhage  profuse, 
death  may  quickly  follow.  A  secondary  rupture  may  occur  a 
few  hours  or  days  later,  and,  if  the  patient  does  not  succumb  to 
this,  abdominal  tenderness  will  show  that  peritonitis  has  set 
in.  If  the  rupture  has  occurred  into  the  broad  ligament  the 
haemorrhage  may  be  circumscribed,  a  haematoma  being  formed, 
and  it  car;  be  detected  by  bimanual  examination  ;  but  when  the 
blood  is  free  in  the  peritoneal  cavity,  you  cannot  detect  it  until 
it  has  gravitated  into  Douglas's  pouch  and  become  so  far  con- 
solidated. 

With  the  subperitoneal  variety,  if  the  vitahty  of  the  foetus 
is  not  interfered  with,   it  may  go  on  developing.     Secondary 
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lupture  may  occur  into  the  peritoneal  cavity  and  cause  the 
woman's  death.  In  most  cases  the  foetus  does  not  develop 
beyond  the  fourth  month,  but  it  occasionally  goes  on  to  full  time. 

When  a  tubal  abortion  occurs  the  symptoms  may  not  be 
very  severe,  and  the  condition  may  easily  be  mistaken  for  some 
other  form  of  tubal  disease.  There  will  probably  l)e  repeated 
hcemorrhages,  and  a  hsematocele  will  form  and  be  gradually 
absorbed,  or  it  may  suppurate. 

Antecedent  pelvic  disease  will  generally  have  been  present. 
The  condition  is  much  more  common  with  multiparte  than  with 
[)rimiparie,  and  it  not  unfrequently  follows  a  time  of  sterility. 
It  may  recur. 

Dicupiosls. — Before  rupture  this  is  not  often  made,  as  patients 
are  seldom  examined,  but  a  careful  l:)imanual  examination 
would  reveal  an  elastic  swelling  in  the  tube  by  the  side  of 
a  slightly  enlarged  and  somewhat  softened  uterus.  Distinct 
pulsation  might  be  detected  in  the  mass,  and,  if  the  ovary  as 
well  can  be  felt  separate  from  the  mass,  you  can  be  sure  of 
your  diagnosis.  In  the  only  case  which  I  have  seen  before 
rupture,  the  mass  could  be  made  out  quite  distinct  from  the 
ovary.  In  examining  a  case  of  this  kind  it  must  be  done 
gently,  as  any  rough  handling  may  easily  cause  a  rupture. 
At  the  time  of  rupture  into  the  peritoneal  cavity,  the  severe 
localised  pain  and  collapse  of  the  patient,  and  the  vaginal 
haemorrhage,  will  point  to  what  has  occurred.  A  bimanual 
examination  will  reveal  a  mass  at  one  or  other  side  of  the 
uterus,  but  this  may  not  be  very  distinct  at  first.  If  the 
haemorrhage  is  into  the  broad  ligament,  the  mass  will  be  more 
easily  detected.  In  all  cases  where  a  membranous  cast  comes 
Mway,  it  should  be  submitted  to  a  microscopic  examination  for 
decidual  cells.  In  doubtful  cases  a  scraping  may  be  taken 
tiom  the  interior  of  the  uterus  for  microscopic  examination, 
but  this  must  be  done  with  great  care. 

In  tlie  later  months  you  have  the  usual  signs  and  symptoms 
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of  pregnancy.  The  foetal  parts  can  generally  be  felt  very  dis- 
tinctly, but  with  a  very  thin  abdominal  and  uterine  wall  they 
may  be  felt  in  a  normal  pregnancy  with  equal  ease.  The 
tumour  will  probably  not  be  in  the  middle  line,  and  you  may 
be  able  to  make  out  the  body  of  the  uterus  distinct  from  it, 
but  one  must  be  careful  not  to  confound  a  double  uterus  with 
the  condition.  It  must  also  be  borne  in  mind,  that  a  normal 
pregnancy  may  exist  with  an  ectopic  one. 

At  full  time  labour  will  come  on,  and,  beyond  a  decidual 
cast,  nothing  will  be  expelled  from  the  uterus.  The  pains  will 
pass  off  and  the  foetus  perish.  The  placental  circulation  will 
gradually  cease,  after  the  death  of  the  foetus.  The  abdomen 
usually  decreases  in  size,  and  the  breasts  become  flaccid.  The 
foetus  may  form  into  a  lithopaedion,  and  lie  quiescent  for  years, 
or  it  may  become  infected  from  the  bowel,  and  septic  symptoms 
appear.  If  the  patient  does  not  die,  the  foetus  may  be  dis- 
charged piecemeal  through  the  abdominal  wall,  bladder,  vagina, 
or  rectum. 

Prognosis. — The  condition  is  a  very  serious  one,  but,  if  the 
patient  be  seen  in  time,  and  the  case  be  suital)le  for  operation, 
prompt  action  will  probably  save  her. 

Treatment. — -Before  rupture,  operate  as  soon  as  possible,  for 
you  never  know  how  soon  rupture  may  occur.  The  operation 
may  be  done  through  the  vagina,  but  the  abdominal  route  is 
preferable.  The  tube  should  be  ligatured  and  removed  in  the 
usual  way.      Care  must  be  taken  not  to  rupture  it. 

After  rupture,  if  ha3morrhage  is  still  going  on,  operate  at 
once  to  check  the  bleeding.  Open  the  abdomen,  and  at  once 
clamp  the  bleeding  tube,  and  tie  and  remove  it.  Then  clean 
the  clot  out.  If  there  is  much  collapse,  a  quantity  of  sahne 
solution  may  be  left  in  the  peritoneal  cavity.  The  patient 
should  be  freely  stimulated  and  given  a  large  saline  infusion. 
If  the  hiemorrhage  has  ceased,  but  the  patient  is  so  collapsed 
that  the  shock  of  an  operation  would  kill  her,  she  should  be 
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freely  stimulated  and  have  a  large  saline  infusion,  to  rally  her 
before  operating. 

In  cases  first  seen  some  time  after  rupture,  where  a  haama- 
tocele  has  formed,  there  is  no  doubt  that  many  may  recover 
without  operation;  but  the  convalescence  will  usually  be  tedious, 
and  there  is  always  the  risk  of  suppuration  occurring,  so  it  is 
generally  preferable  to  operate.  In  these  cases  incision  through 
the  vagina  may  be  practised. 

In  advanced  cases  the  great  difficulty  hes  in  dealing  with 
the  placenta,  when  the  child  is  alive.  If  the  placenta  is  so 
situated  that  it  can  be  peeled  off  without  risk  of  the  patient 
bleeding  to  death,  it  should  be  removed,  and  the  haemorrhage 
controlled  by  packing  the  sac  with  gauze,  but  if  the  placenta 
is  in  such  a  position  that  it  cannot  be  removed,  the  cord  should 
be  Hgatured  and  cut  off  close,  and  the  sac  packed  with  gauze. 
The  sac  is  then  stitched  to  the  edges  of  the  incision,  and  the 
end  of  the  gauze  packing  left  protruding  at  the  lower  end  of 
the  wound.  After  some  days  the  mass  may  be  removed,  but 
there  is  considerable  risk  of  secondary  haemorrhage,  and,  if 
septic  infection  occurs,  the  outlook  is  bad.  The  packing  must 
l)e  renewed  as  often  as  required. 

If  a  spurious  labour  has  occurred  and  the  foetus  is  dead,  a 
few  weeks  should  be  allowed  to  elapse,  so  that  the  circulation 
in  the  placenta  may  cease.  The  foetus  and  placenta  should 
then  be  removed,  and  the  sac  plugged  and  treated  in  the  usual 
way,  until  it  closes  from  the  bottom. 
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THE  H.^^.MORRHACiES  OF  PREGNANCY  (Continued). 

Abortion — Frequency — Time  of  Occurrence —Causes — Conditions  in  the 
Uterus  in  the  Early  Months  of  Pregnancy — Varieties  of  Abortions — 
Signs  and  Symptoms — Diagnosis — Treatment — Curetting — Procured 
Abortion  —  Criminal  Abortion — Spurious  Abortion  —  Prophylactic 
Treatment  of  Abortions — Vesicular  Mole. 

Abortion. 

The  commonest  cause  of  haemorrhage  in  the  early  months  of 
pregnancy  is  an  abortion.  The  terms  abortion  and  miscarriage 
are  applied  to  the  expulsion  of  the  utei'ine  contents  before  the 
foetus  has  reached  a  \dable  age,  i.e.,  before  the  seventh  month  ; 
from  the  seventh  month  onwards  it  is  known  as  a  premature 
labour.  Strictly  speaking,  it  is  an  abortion  until  the  placenta 
is  fully  formed,  i.e.,  until  the  end  of  the  third  month;  from 
that  time  onwards  until  the  seventh  month  it  is  a  miscarriage. 
To  the  lay  mind  the  word  abortion  is  usually  associated  with 
criminal  practices,  so  it  is  well  to  avoid  using  it  to  patients. 
The  terms  in  common  use  are  miscarriage  and  mishap. 

Patients  are  very  apt  to  treat  abortions,  especially  those  of 
the  early  weeks  of  pregnancy,  as  things  of  very  slight  importance. 
Nay,  more,  many  women  have  not  the  slightest  hesitation  in 
deliberately  attempting  to  luring  on  an  abortion  in  the  early 
weeks,  by  over-exertion,  strong  purgation,  and  the  use  of  quack 
nostrums  which  are  openh'  advertised  in  the  pubUc  prints. 
Many  drugs  are  used  for  this  pm-pose,  e.g.,  ergot,  savins, 
pennyroyal,  etc.  There  is  one,  viz.,  lead,  which  seems  to  be 
(166) 
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extensively  used  in  some  parts  of  England,  but  not,  so  far  as 
I  am  aware,  to  any  extent  in  Scotland.  Pills,  made  up  of 
common  diachylon  plaster,  are  the  form  in  which  the  lead  is 
taken.  The  results  are  usually  unfortunate  to  the  woman 
as  well  as  to  the  pregnancy.  Not  only  will  she  abort,  but  lead 
poisoning  will  supervene  if  the  drug  has  been  taken  for  any 
length  of  time,  and  if  she  escapes  with  her  life  it  will  probably 
he  with  a  ruined  constitution.  In  dealing  with  cases  of  lead 
poisoning  among  women  it  is  well  to  keep  this  source  of  the 
poison  in  mind,  especially  if  there  is  any  question  of  an  abortion 
in  the  case.  Of  course  the  lead  may  have  been  quite  innocently 
conveyed  into  the  system,  but,  in  that  case,  one  ought  to  be 
able  to  find  the  source  of  it. 

We  cannot  too  strongly  impress  upon  our  patients  that  an 
abortion,  when  it  does  occur,  is  not  a  thing  to  be  neglected, 
and  that  they  should  never  attempt  to  bring  one  on.  There 
are  of  course  cases  in  which  one  is  justified  in  emptying  the 
uterus,  but  of  these  I  shall  treat  later. 

The  immediate  dangers  from  an  abortion  are  comparatively 
shght,  but  the  remote  consequences  may  be  very  serious,  if  the 
condition  is  not  properly  treated.  If  all  cases  yvere  properly 
treated,  gynecological  work  would  be  materially  lessened.  In  a 
very  large  percentage  of  cases  of  pelvic  disease,  the  patients 
themselves  will  tell  you  that  the  trouble  began  after  an 
abortion. 

Frequency  of  Occurrence. — Thirty-seven  per  cent,  of 
child-bearing  women  are  said  to  abort  at  least  once  before  the 
age  of  thirty-one,  and  from  that  time  onwards,  abortions  are 
much  more  common.  Some  authorities  assert  that  one-fifth  of 
all  pregnancies  are  interrupted  before  full  time.  Primiparse  are 
not  so  liable  to  their  occurrence  as  multiparae.  Very  few  child- 
bearing  women  escape  without  having  at  least  one  abortion. 

Time  of  Occurrence. — It  usually  corresponds  with  the 
tiuae  a  menstrual  period  would  have  occurred  had  the  woman 
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not  been  pregnant.  "When  pregnancy  does  not  exist,  we 
know  how  the  uterus  becomes  hypersemic  at  each  menstrual 
period,  and  this  tendency  continues  during  pregnancy,  so  one 
can  easily  understand  why  an  abortion  is  apt  to  occur  at 
these  times,  especially  during  the  early  months,  before  the 
placenta  has  been  fully  formed  and  the  deciduse  become 
atrophied.  The  third  month  is  probably  the  one  at  which 
most  occm-. 

We  do  not  know  where  the  spermatozoa  fertilise  the  ova,  nor 
how  long  a  time  may  elapse  from  insemination  until  this 
occurs.  The  frequency  of  tubal  pregnancies,  of  coui'se,  proves 
that,  in  a  fair  number  of  cases,  the  meeting  point  is  probably 
the  tube,  but  from  this  it  does  not  follow  that  the  tube  is  the 
usual  place.  Neither  does  the  fact  of  an  ovarian  pregnancy 
prove  that  the  spermatozoa  always  impregnate  the  ova  before 
they  are  shed  from  the  ovary.  How  long  the  spermatozoa  re- 
tain their  activity  is  not  known,  but  in  animals,  at  all  events, 
they  have  been  found  quite  active  after  several  days.  It  is  prob- 
able that  some  hours  may  elapse  before  the  junction  between  the 
two  occm'S.  If  insemination  has  taken  place  immediately  before 
menstruation  is  due,  there  may  not  be  time  for  the  changes  to 
take  place  to  stop  the  period,  and  prepare  the  uterine  mucosa 
for  reception  of  the  ovum,  and  the  fertilised  ovum  may  very 
easily  be  swept  out  vsdth  the  menstrual  flux.  The  term  inen- 
strual  abortion  has  been  applied  to  this.  That  it  does  not 
always  occur  is  of  course  proved  by  the  fact,  that,  in  a  number 
of  cases,  menstruation  goes  on  for  a  time  or  two  after  impreg- 
nation. In  these  cases  impregnation  may  have  occurred  some 
time  before  the  period  was  due,  and  the  ovum  may  have  been 
so  firmly  attached  that  it  was  not  dislodged.  From  a  practical 
point  of  view  the  condition  is  of  very  little  importance,  as  the 
woman  is  not  likely  to  suffer  any  inconvenience  from  it. 

Causes. — These  may  be  taken  up  under  four  headings,  viz., 
Foetal,  Maternal,  Paternal  and  Accidental. 
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I.  Foetal. — (1)  Diseases  of  the  chorion,  amnion,  placenta 
or  cord ;  (2)  sudden  loss  of  Hquor  amnii,  which  may  be  caused 
by  an  accident,  or  intentionally  by  the  passage  of  an  instru- 
ment ;  (3)  anything  which  causes  the  death  of  the  ovum  ;  (4) 
implantation  of  the  placenta  in  the  lower  uterine  segment. 
These  cases  give  rise  to  unavoidable  haemorrhage  if  they  go 
to  the  sixth  month  or  later. 

II.  Maternal. — (1)  Syphilis.  This  is  the  commonest  cause 
of  all  among  a  certain  class.  It  is  apt  to  cause  repeated 
abortions.  (2)  Diseases  of  the  uterus,  especially  endometritis 
which  affects  the  deciduse ;  (3)  displacement  of  the  uterus  ; 
{■i}  tumours  of  the  uterus  or  other  pelvic  organs  ;  (5)  serious 
constitutional  disease  of  any  of  the  systems  of  the  body ;  (6) 
febrile  conditions  from  any  of  the  specific  fevers  ;  (7)  poisons, 
such  as  phosphorus,  arsenic  or  lead.  Some  women  are  said 
to  contract  the  habit  of  aborting,  but  a  more  feasible  explana- 
tion of  such  cases  is  that  there  is  ch;:'onic  disease  of  the  uterus, 
probably  endometritis.  I  have  seen  a  case  where  eighteen 
abortions  had  occurred  consecutively. 

III.  Paternal. — (1)  The  commonest  cause  on  the  part  of  the 
father  is  undoubtedly  syphilis,  and  as  the  ovum  is  syphilitic. 
It  becomes  a  foetal  cause.  The  mother  may  become  affected, 
s(j  the  disease  may  act  on  the  uterus  as  well  as  on  the  ovum ; 
(2)  extreme  youth  or  age  of  the  father  is  also  a  cause. 

IV.  Accidental. — (1)  Physical.  Direct  violence  from  a 
blow,  fall  or  injury  of  any  kind.  In  some  cases  a  very  slight 
accident  may  cause  it,  while  in  others  the  woman  may  be 
very  severely  injured,  e.ij.,  by  kicks  on  tlie  abdomen,  or  severe 
crushing,  and  yet  the  pregnancy  not  be  interfered  with.  In- 
tlirect  violence  from  overexertion,  e.y.,  from  I'iding  on  horse- 
back, on  a  cycle,  in  a  cab  or  railway  train,  dancing,  playing 
tennis,  etc.,  and  among  the  working-classes  from  overwork, 
such  as  lifting  heavy  weights,  or  overstretching  in  hanging 
up  clothes,  etc.     A  very  severe  fit  of  coughing,   sneezing,  or 
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vomiting  may  also  cause  it.  Excesses  in  eatin^;;,  drinking, 
or  coitus  are  also  given  as  causes.  (2)  Mental.  Any  mental 
shock,  such  as  the  sight  of  an  accident,  sudden  bad  news,  etc., 
or  violent  indulgence  of  the  passions,  may  act  as  an  indirect 
cause  through  the  nervous  system.  The  shock  of  a  serious 
operation  may  cause  it.  Of  late  years  abdominal  operations 
during  pregnancy  have  become  fairly  common.  In  some, 
abortions  have  occurred,  hin  in  many  cases  the  pregnancy 
has  gone  on  to  full  time. 

Conditions  in  the  Uterus  in  the  Early  Months  of  Preg- 
nancy.^Before  considering  the  symptoms,  etc.,  let  us  look  at 
the  conditions  we  have  in  the  uterus,  in  the  early  months.  At 
conception  the  uterine  mucous  membrane  becomes  thickened, 
forming  the  decidua  vera  ;  at  the  point  where  the  ovum  be- 
comes implanted  this  thickening  is  specially  marked,  forming 
the  decidua  serotina  where  the  placenta  is  to  form ;  and, 
growing  up  round  the  ovum,  we  have  the  decidua  reflexa.  As 
the  ovum  grows,  the  decidua  reflexa  gets  pushed  out  against 
the  decidua  vera,  and  they  blend  and  become  thinned  out,  so 
that  at  the  end  of  pregnancy  they  form  a  very  thin  layer  over 
the  chorion.  To  completely  empty  the  uterus,  all  within  the 
spongy  layer  of  the  deciduae  vera  and  serotina  must  come 
away.  Before  the  placenta  is  formed,  the  decidus  vera,  reflexa 
and  serotina,  with  the  enclosed  ovum  in  its  membranes,  must 
come  away.  It  is  important  to  remember  this,  because  you 
will  occasionally  find  the  ovum  expelled  and  nothing  else,  or 
the  ovum  and  decidua  reflexa,  leaving  the  deciduae  vera  and 
serotina  behind.  A  recent  case  of  mine  illustrated  this 
beautifully.  The  patient  assured  me  that  everything  had  come 
away.  Fortunately  everything  had  been  kept  and  I  found 
a  complete  ovum  about  two  months  old.  The  sac  was  intact 
and  covered  all  over  with  villi.  The  entire  decidual  lining 
was  still  within  the  uterus.  If  I  had  not  seen  the  ovum  I 
might  easilv  have  been   misled,  because  a  vaginal  examination 
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revealed  nothing,  as  the  os  was  closed  and  nothing  could  be 
felt  except  that  the  uterus  was  large.  I  at  once  gave  chloro- 
form and  cleared  the  deciduae  out.  Nature  might  possibly 
have  expelled  this  without  any  bad  effects,  but,  on  the  other 
hand,  the  result  might  have  been  very  serious.  An  examina- 
tion of  an  early  complete  abortion  will  at  once  convince  you, 
that  the  ovum  itself  is  only  a  small  part  of  what  has  to  be 
removed,  in  order  to  thoroughly  clear  out  the  uterus.  When 
the  placenta  is  fully  formed  the  deciduae  are  thinned  out.  Then 
the  placenta  and  membranes  are  the  most  important  part  of 
the  abortion.  An  abortion  is  not  the  expulsion  of  the  ovum 
in  the  eaiiy  months,  but  the  expulsion  of  the  uterine  con- 
tents. This  must  be  clearly  borne  in  mind,  otherwise  the 
most  important  part  of  the  uterine  contents  may  be  left 
behind. 

During  the  first  two  mouths  especially,  the  deciduae  are  very 
vascular,  and,  therefore,  liable  to  hsemoiThage.  The  haemorrhage 
may  be  behind  or  into  the  deciduae,  between  the  reflexa  and 
the  ovum,  or  into  the  ovum  itself.  When  blood  is  once  poured 
out,  it  acts  as  a  foreign  body  and  causes  uterine  contractions, 
which  will  cause  more  separation  and  more  bleeding.  After 
the  placenta  has  formed,  the  haemorrhage  will  arise  from 
separation  of  some  part  of  it.  You  can  easily  understand  how 
any  disease  of  the  endometrium  will  predispose  to  an  abortion, 
as  haemorrhage  is  more  apt  to  occur.  As  a  laile,  conception 
does  not  occur  if  there  is  much  endometritis,  iDut  in  slight  cases, 
and  those  which  are  partially  cured,  it  may.  Such  a  case  is 
almost  sure  to  abort.  A  number  have  come  under  my  observa- 
tion in  dispensary  work.  Coitus  should  be  strictly  forbidden 
in  cases  of  endometritis  under  treatment,  bvit,  unfortunately, 
one's  instructions  are  not  always  carried  out. 

Varieties  of  Abortions. — Abortions  are  usually  divided 
into  two  main  divisions — threatened  and  inevitable.  The  latter 
may  again  be  subdivided  into  complete,  incomplete  and  missed. 
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Procured  abortion,  which  is  usually  criminal,  is  another  variety, 
\Ye  shall  deal  with  it  separately. 

Signs  and  Symptoms. — There  may  be  a  few  premonitory 
symptoms,  such  as  a  feeUng  of  faiutness  and  vomiting,  but 
these  are  of  little  consequence.  If  it  is  a  very  early  abortion, 
the  patient  may  think  it  is  merely  a  prolonged  and  profuse 
menstrual  period  which  has  been  delayed  for  a  few  days. 

Pain  and  hfemorrhage  are  the  cardinal  indications.  The 
pain  may  be  felt  some  little  time  before  the  haemorrhage  be- 
comes apparent,  but  the  haemorrhage  may  appear  first.  The 
pain  is  felt  in  the  pelvis,  and  is  usually  intermittent  in 
character,  very  like  early  labour  pains  or  the  pains  of  dys- 
menorrhoea.  In  a  short  time  you  have  the  hajmorrhage  and 
pain  together.  The  haemorrhage  may  be  intermittent,  recur- 
ring at  intervals  of  several  hours,  or  even  days,  or  it  may 
become  continuous  like  a  menstrual  flow.  There  may  l^e  clots 
e.xpelled,  or  in  some  cases  only  a  free  serous  flow  at  first,  the 
clots  being  retained  in  utero.  As  a  rule,  the  bleeding  is  not 
alarmingly  profuse,  but  it  may  continue  for  a  long  time  and 
weaken  the  patient  markedly.  The  pain  in  some  cases  is  not 
very  severe,  while  in  others  the  woman  will  complain  that  it  is 
as  bad  as,  or  worse  than,  with  a  full-time  labour. 

As  soon  as  the  uterus  is  thoroughly  emptied,  the  pain  will 
cease  and  the  haemorrhage  also  ;  but  there  will  still  be  some 
lochial  discharge  as  after  a  full-time  labour,  but  not  as  profuse 
or  prolonged. 

Threatened  Abortion. — The  pains  are  slight  and  iiTegular, 
with  a  considerable  time  between  them.  The  haemorrhage 
will  not  be  great,  and  on  examination  the  os  will  be  found 
closed,  or  only  very  shghtly  dilated.  As  a  rule,  the  bleeding 
does  not  continue  very  long,  but  it  occasionally  does  so.  I 
have  recently  delivered  at  full  time  a  patient  who  had  a 
threatened  abortion  in  the  early  weeks  of  pregnancy.  In  spite 
of  complete  rest  in  bed,  and  appropriate  treatment,  the  bleed- 
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ing  went  on  almost  continuously  for  nearly  two  naonths. 
Nothing  ever  came  except  blood,  but  I  was  not  absolutely  sure 
that  it  was  not  a  case  of  incomplete  abortion  until  we  made  an 
examination  under  chloroform.  We  decided  that  the  ovum 
was  still  intact  in  the  uterus,  but,  of  course,  were  unable  to  say 
whether  or  not  it  was  alive.  This  was  at  the  end  of  the  third 
month.  No  more  bleeding  occurred,  and  in  due  time  she 
(juickened  and  went  to  full  time.  The  placenta  was  normally 
situated,  and  appeared  perfectly  healthy.  The  child  weighed 
9]   lb.,  so  it  had  not  apparently  suffered  in  any  way. 

The  ovum  may  perish  and  be  retained  in  utero  for  a  varying 
time,  causing  a  missed  abortion. 

Inevitable  Abortion. — The  pains  are  stronger  and  more 
regular,  the  bleeding  much  more  profuse,  and  on  examination 
the  OS  will  usually  be  found  to  be  dilating.  The  ovum  will 
often  be  felt  beginning  to  protrude.  The  pains  will  become 
stronger  and  at  shorter  intervals,  until  the  uterine  contents  are 
expelled,  in  part  or  entire.  If  a  part  only  is  expelled,  it  will  be 
an  incomplete  abortion  ;  but  if  the  whole  comes  away,  it  will  be 
a  complete  one. 

Incomplete  Abortion. — In  an  incomplete  abortion  in  the 
early  stage  of  pregnancy,  the  ovum  alone  may  come  away, 
leaving  the  deciduae  behind  ;  or  the  decidua  reflexa  may  come 
with  it,  leaving  the  vera  and  serotina  behind.  After  the  placenta 
has  formed,  it  and  the  membranes  may  be  retained  in  whole  or 
in  part.  The  portion  left  behind  may  come  away  entire  or  in 
pieces,  and  until  it  is  all  away  there  will  be  considerable  dis- 
charge. If  sepsis  occurs,  the  woman  will  run  considerable 
I'isk  at  the  time,  aiid  she  will  be  almost  sure  to  suffer  from  sub- 
sequent inflammatory  disease  of  the  Fallopian  tubes,  ovaries, 
pelvic  connective  tissue,  or  endometrium.  Sometimes  a  small 
piece  of  placenta  remains  firmly  attached,  and  forms  a  so-called 
placental  polypus,  which  consists  of  a  mass  of  connective  tissue 
formed  from  an  organised  blood  clot,  in  and  around  the  bit  of 
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placenta.  Compressed  and  degenerated  chorionic  villi  can  be 
detected  in  it  with  the  microscope.  Hjeraorrhages  will  occur 
so  long  as  this  remains  in  utero. 

Missed  Abortion . — In  some  cases  the  ovum  perishes,  but  is 
not  expelled  at  once.  It  may  be  retained  in  utero  for  months. 
I  have  seen  one  which  was  retained  for  five  months.  In  a 
somewhat  recent  and  famous  case,  a  portion  of  a  blighted  ovum 
was  said  to  have  been  retained  sixteen  months.  At  the  time  the 
ovum  perishes,  you  will  probably  have  an  abortion  threatened, 
but  this  passes  off  without  the  uterus  expelling  its  contents. 
The  symptoms  of  pregnancy  disappear  except  the  amenorrhoea. 
The  uterus  does  not  increase  in  size  as  a  rule,  except  in  cases 
of  fleshy  moles,  into  which  fresh  haemorrhages  occur.  The 
increase  in  size  will  not  correspond  at  all  with  the  supposed 
time  of  pregnancy.  The  uterine  contents  will  ultimately  be 
expelled,  with  the  symptoms  of  an  abortion.  The  ovum  may 
be  shrivelled  up  or  in  the  form  of  a  fleshy  mole.  A  shrivelled 
or  bhghted  ovum  is  not  infrequently  expelled  at  full  time  along 
with  a  fully  developed  child.  I  have  seen  six  or  eight  such 
cases. 

If  you  examine  a  good  specimen  of  a  fleshy  mole  you  will 
find  it  is  somewhat  rough  on  the  outside,  and,  on  opening  it,  a 
small  cavity  will  be  seen  lined  with  a  smooth,  glistening  mem- 
brane. This  is  the  remains  of  the  amniotic  cavity.  You  may 
sometimes  find  traces  of  the  embryo,  but,  as  a  rule,  it  will  have 
been  completely  absorbed.  Under  the  microscope  the  mass 
will  be  found  to  consist  of  organised  blood  clot,  with  degener- 
ated chorionic  villi  in  it. 

Diagnosis  of  Aboiiion.^The  first  thing  we  have  to  satisfy 
ourselves  about  is,  that  the  woman  is  really  pregnant,  and,  if 
so,  that  it  is  an  ordinary,  and  not  an  extra-uterine  pregnancy. 
Having  determined  this  point,  the  next  thing  to  decide  is, 
whether  it  is  a  threatened  or  an  inevitable  abortion,  because 
our  line  of  treatment  in  the  former  will  be,  if  possible,  to  pre- 
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vent,  wliile,  iii  the  inevitable,  it  will  be  to  hasten,  the  empty- 
ing of  the  uterus. 

If  the  bleeding  is  small  in  amount,  the  pains  not  very  strong 
or  frequent,  and  the  os  closed  or  only  slightly  opened,  we  may 
look  upon  it  as  merely  threatened.  On  the  other  hand,  if  the 
pains  are  strong  and  regular,  the  bleeding  copious,  and  the  os 
dilated  so  that  the  ovum  can  be  felt  protruding,  we  may  be 
sure  it  is  inevitable. 

In  very  many  cases  we  only  see  the  patient  after  a  mass 

lias  been  expelled,  and  we  now  have  to  decide  v^hether  it  is 

(-■(jinplete  or  incomplete.     If  the  mass  has  not  been  destroyed, 

liy  examining  it  carefully,  we  may  be  able  to  decide  that  the 

uterus  is  completely  emptied.     If  you  get  a  complete  specimen, 

there  will  be  no  difficulty,  but  unfortunately  you  do  not  often 

see  what  has  come  aw^ay.     You  will  then  have  to  judge  by 

!  making  an  examination.     If  the  finger  can  be  passed  into  the 

uterine  cavity,  you  will  be  able   to   feel   if  there  is  anything 

retained,  but  without  chloroform  this  is  not  often  practicable. 

I  If  the  bleeding  and  pains  have  ceased  on  the  expulsion  of  the 

!mass,  the  chances  are  that  the  uterus  is  empty  ;  but  if  the 

I  discharge  of  blood  is  still  going  on  freely,  or  if  it  recurs  in  a  day 

'or  two,  there  is  sure  to  be  something  retained. 

In  an  incomplete  abortion  the  discharge  usually  continues, 
and  if  it  has  stopped  it  recurs  at  intervals.  If  you  are  fortunate 
enough  to  see  w4iat  has  been  expelled,  you  will  find  it  is  only  a 
[portion  of  the  product  of  conception.  In  the  first  tw^o  months 
it  may  only  be  the  ovum,  or  the  ovum  and  decidua  reflexa. 
I'^iom  the  third  month  it  may  be  the  small  foetus,  or  it  and  the 
I  Membranes  alone.  The  entire  placenta  and  membranes  may  be 
I'll  behind,  or  the  placenta  alone,  or  portions  of  each. 

An  examination  without  chloroform  may  reveal  that  there  is 
-^'iinuthing  still  in  the  uterus,  but  it  is  much  better  to  give 
^liloroform,  and  then  you  can  treat  it  at  once,  as  I  shall  shortly 
;n<licate. 
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The  following  three  cases  of  incomplete  abortion  may  be 
taken  as  types.  In  the  first  I  was  called  to  see  a  woman, 
whose  own  medical  attendant  was  engaged.  She  was  supposed 
to  have  had  a  complete  abortion,  a  few  days  before.  The  bleed- 
ing had  recm-red,  but  it  had  ceased  when  I  saw  her.  A  vaginal 
examination  revealed  nothing,  as  the  os  was  closed,  but  I  felt 
sure  there  was  still  something  retained  in  utero.  I  examined 
her  under  chloroform,  and  removed  with  a  flushing  curette  a  piece 
of  placenta  about  the  size  of  a  large  bean.  There  was  no  more 
haemorrhage  and  she  made  an  excellent  recovery.  The  second 
case  had  lieen  under  treatment  for  a  month  with  recurring 
haemorrhages.  She  had  been  assm-ed  that  the  abortion  had  all 
come  away.  I  was  hm-riedly  called  one  night  to  see  her,  as  she 
was  bleeding  very  profusely.  I  removed  a  complete  placenta 
from  the  uterus.  It  was  very  septic.  She  made  a  good  recovery. 
That  she  did  not  die  of  sepsis  was  a  marvel.  In  the  third  case, 
when  I  first  saw  her,  the  haemorrhage  was  only  slight  and  I 
tried  to  prevent  the  abortion,  but  in  a  few  hours  the  ovum  was 
expelled,  but  the  whole  of  the  deciduae  were  left  behind.  An 
examination  revealed  that  they  were  beginning  to  separate.  As 
there  was  no  haemorrhage,  I  waited  a  few  hours  before  using  the 
curette,  and  the  complete  cast  was  expelled. 

Missed  Abortion. — -The  diagnosis  may  be  very  difficult. 
The  signs  and  symptoms  of  pregnancy  will  have  disappeared, 
except  the  amenorrhoea.  If  you  have  a  history  of  pregnancy 
with  a  supposed  abortion  some  time  before,  followed  by 
amenorrhoea,  and  if  you  find  that  the  uterus  is  not  nearly  the 
size  it  should  be,  you  should  suspect  it  is  a  missed  abortion, 
liut  you  must  always  bear  in  mind  that  it  is  possible  that  the 
patient  may  have  had  a  complete  aliortion  and  have  become 
pregnant  a  second  time,  before  menstruating.  If  you  have  any 
doubt,  wait  for  a  few  weeks,  and,  if  it  is  a  normal  pregnancy,  the 
increase  in  the  size  of  the  uterus  will  be  steady,  but  if  there  is 
no  increase  you  can  definitely  decide  that  it  is  a  missed  abor- 
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tion.  You  must,  however,  bear  in  mind  that  with  a  fleshy- 
mole  you  may  have  an  increase  in  the  size  of  the  uterus  from 
lepeated  haemorrhages  into  the  mass.  In  such  a  case  the 
(lilliculty  of  making  an  absolute  diagnosis  would  be  very  great. 
To  make  sure,  you  could  dilate  the  cervix  and  explore  the  uterus 
iiiid  treat  it,  as  I  shall  shortly  indicate,  but  if  you  were  in  great 
doubt,  it  would  be  better  to  wait  and  see  if  the  woman  quickened, 
provided,  of  course,  that  she  remained  in  good  health.  If  she 
did  not  quicken,  or  if  her  health  began  to  suffer,  dilatation 
^liould  l)e  done.  The  case  related  on  page  173  illustrates  the 
wisdom  of  waiting.  There  were  strong  indications  there  that 
the  ovum  might  have  perished,  and,  if  I  had  been  hasty  in  act- 
ing, I  would  have  interfered  with  an  ovum  which  ultimately 
developed  into  a  fine  healthy  boy. 

Treatment  of  a  Threatened  Abortion. — The  patient  must 
bo  kept  quiet  in  bed.  If  the  bowels  are  loaded,  they  should 
I)'  cleared  out  with  a  gentle  laxative,  or,  better,  by  means 
"1  an  enema  of  soap  and  water.  A  drastic  purgative  must  be 
avoided.  The  food  must  be  hght  and  non-stimulating.  The 
medicinal  treatment  aims  at  quieting  uterine  action.  Opium 
ill  one  form  or  other,  is,  I  think,  the  best  drug.  Viburnum 
piunifolium  extract  is  highly  spoken  of  as  a  uterine  sedative. 

I  have  used  it  with  good  results.  Hydrastis  canadensis  is 
;ils(j  said  to  be  useful,  but  I  have  had  no  experience  of  it. 
Small  doses  of  ei'got  are  also  highly  recommended  by  some, 
l)ut  condemned  by  others.  My  experience  of  ergot  is  that  it  is 
\ L'ly  uncertain  in  its  action.  This  is  probably  due  to  the  fact 
that  the  preparations  used  are  often  not  freshly  made.     On  the 

vhole,  I  am  inclined  to  think  opium  is  the  best  drug  to  use. 
The  patient  must  be  kept  quiet  in  bed  for  a  week  or  ten  days. 

I I  there  is  any  displacement  of  the  uterus,  it  should  be  rectified 
Mill  kept  in  position  by  a  pessary.  You  must  warn  the  patient 
'<»  be  specially  careful  when  her  next  period  or  two  are  due. 
She  should  rest  then.     If  vou  find  there  is  a  syphilitic  taint 

12 


lyS  CLINICAL  OBSTHrRICS. 

put  her  on  mercury  and  iodide  of  potash,  and  keep  her  on  it 
until  full  time.  In  cases  where  abortions  not  due  to  syphilis  have 
been  frequent,  I  have  got  very  good  results  from  chlorate  of 
potash,  10  gr.  thrice  daily  all  through  the  pregnancy.  The  use 
of  this  drug  has  been  condemned,  but  I  have  seen  such  good 
results  from  it  that  I  have  confidence  in  recommending  it, 
especially  in  cases  which  miscarry  about  the  fourth  or  fifth 
month.  I  have  a  patient  who  has  repeatedly  miscarried  when 
not  getting  the  drug,  and  in  three  of  her  pregnancies  has  gone 
to  full  time  while  taking  it.  I  might  refer  to  others.  A  thera- 
peutic journal  took  me  severely  to  task  for  recommending  a 
drug,  which  is  said  to  have  a  deleterious  effect  on  the  red  blood 
corpuscles,  when  persistently  taken  for  months.  That  may  be 
true  in  theory,  but  in  my  experience  it  is  quite  erroneous  in 
practice. 

Treatment  of  Inevitable  Abortion. — In  spite  of  your  treat- 
ment, some  cases,  which  appear  to  be  only  threatened,  will 
become  inevitable.  Your  line  of  treatment  must  then  be 
changed.  In  an  inevitable  abortion,  you  must  try  to  get  the 
uterus  emptied  as  soon  as  possible.  There  are  several  methods 
in  use.  It  was,  and  still  is,  a  very  common  practice  to  give 
ergot  in  full  doses,  in  the  hope  that  the  uterus  will  expel  its 
contents.  As  this  is  a  very  uncertain  method,  and  often  ends 
in  an  incomplete  abortion,  it  is  not  to  be  trusted  to. 

In  a  case  where  the  discharge  is  free,  and  the  os  not  suffi- 
ciently dilated  to  admit  of  clearing  out  the  uterus,  your  best 
plan  is  to  plug  the  vagina  thoroughly,  after  douching  it  out. 
Iodoform  gauze  makes  the  best  plug,  but  aseptic  lint,  or  a  kite- 
tailed  plug  of  pledgets  of  aseptic  wool,  answer  the  purpose 
equally  well.  Full  doses  of  ergot  may  be  given.  The  plug 
should  be  removed  within  twelve  hours.  On  its  removal  the 
ovum  will  often  be  found  lying  on  the  top  of  the  plug.  If  the 
OS  is  not  sufficiently  dilated  to  clear  out  the  uterus  with  your 
finger  or  curette,  you  may  plug  once  again.     Plugging  should 
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not  be  repeated  too  often,  as  the  pressure  of  the  plug  upon  the 
mucous  membrane  of  the  vagina  will  cause  irritation,  and  even 
destruction,  of  the  superficial  layers. 

In  a  case  where  the  os  is  dilated  sufficiently,  remove  the 
uterine  contents  with  your  finger.  Yoii  may  be  able  to  express 
it  bimanually.  Ovum  forceps  may  be  used,  but  your  finger  is 
the  best  instrument.  If  you  cannot  get  it  all  away,  use  the 
llushing  curette.  Always  assure  yourself  by  digital  examina- 
tion that  the  cavity  is  cleared.  It  is  impossible  to  tell  this 
with  the  curette,  and  you  may  easily  leave  a  portion  behind. 
Douche  out  the  uterus  with  an  antiseptic.  The  haemorrhage 
usually  ceases  on  douching,  but  in  rare  cases  it  continues.  The 
uterine  cavity  should  then  be  plugged  with  an  antiseptic  or 
aseptic  plug.  Iodoform  gauze  makes  the  best  antiseptic  plug. 
The  plug  should  be  removed  within  twelve  hours.  After  clear- 
ing out  the  uterus,  ergot  should  be  given  for  a  day  or  two. 

In  some  cases  it  may  be  desirable  to  clear  the  uterus  at  once. 
Dilatation  can  be  effected  by  means  of  dilators,  such  as  Hegar's 
— the  metal  ones  are  the  best.  Tents  are  advised,  but  it  is 
very  difficult  to  make  sure  that  tents  are  aseptic,  and,  if  not, 
the  risk  is  very  great.  For  that  reason  they  should  not  be 
used.  When  the  os  is  sufficiently  dilated,  the  uterus  should  be 
thoroughly  cleared  out,  by  means  of  the  finger,  and  curette,  if 
necessary. 

Complete  Ahortioii. —The  treatment  is  the  same  as  after  a 
full  time  labour,  riz.,  to  thoroughly  cleanse  the  patient  at  the 
time  and  keep  her  clean  during  the  puerperium.  She  should 
keep  her  bed  for  at  least  a  week. 

Incomplete  Abortion. — Ergot  is  often  given  in  the  hope 
that  the  retained  portion  will  be  expelled,  but  this  is  bad  treat- 
ment. The  following  case  of  my  own  will  illustrate  this. 
When  I  saw  the  patient,  late  at  night,  I  found  a  small  foetus 
had  been  expelled.  I  could  find  nothing  else.  An  examination 
revealed  that  the  os  was  closed,  and  nothing  could  be  felt.     The 
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discharge  was  very  slight.  The  question  was,  Was  the  placenta 
still  in  utero  or  had  it  been  expelled  ?  As  there  were  no  mem- 
branes with  the  foetus,  one  would  have  expected  to  have  found 
a  portion  of  them  protruding,  but  none  could  be  felt.  The 
proper  proceeding  would  have  been  to  have  given  chloroform 
and  made  sure,  but  as  I  was  not  prepared  to  do  this,  I  unwisely 
decided  to  give  her  ergot  and  wait.  The  result  was  that  when 
expulsion  commenced  there  was  severe  haemorrhage,  and  I  had 
to  clear  out  the  uterus  under  chloroform,  when  the  patient  was 
almost  pulseless.  She  made  a  good  recovery,  and,  I  believe, 
considers  that  I  saved  her  life,  but  I,  on  the  other  hand,  am 
convinced  that  my  failure  to  do  what  I  ought  to  have  done  when 
I  first  saw  her,  very  nearly  ended  in  disaster.  I  have  ah'eady 
cited  another  case  (page  176)  where  failure  to  clear  the  uterus 
nearly  cost  the  woman  her  life.  In  a  third  case  I  was  asked 
to  remove  a  placenta  which  had  been  left  in  the  uterus  for  over 
three  days  after  a  miscarriage  at  the  fourth  month.  There  had 
not  been  any  haemorrhage,  but  the  patient  had  become  septic. 
The  placenta  was  very  firmly  adherent,  and  I  had  great  difficulty 
in  getting  it  away,  as  the  os  had  contracted  and  the  cervix  was 
extremely  rigid.  The  patient  made  an  excellent  recovery,  but 
her  septic  condition  might  very  easily  have  been  increased  by 
absorption  through  the  freshly  opened  sinuses.  The  risk  of 
this  occurring  is  exceedingly  great. 

The  proper  treatment  is  to  clear  the  uterus  completely.  This 
may  be  done  with  a  flushing  curette,  or  the  fingers.  If  the 
curette  is  used,  the  cavity  should  be  explored  with  the  finger 
to  make  sure  that  everything  is  removed.  With  the  patient  in 
the  lithotomy  position  and  under  chloroform,  carefully  cleanse 
the  external  parts  and  wash  out  the  vagina,  scrubbing  its'  walls 
with  swabs  of  cotton.  Lysol  solution,  1  per  cent.,  is  one  of 
the  best  to  use.  Then  draw  back  the  perineum  with  a  speculum, 
and  catch  the  cervix  with  volsella  forceps  to  draw  it  down  and 
steady  it.     If  the  finger  can  be  passed  into  the  cavity  dilatation  is 
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sufficient,  but,  if  not,  dilate  by  means  of  graduated  metal  dilators. 
Before  removing  anything  wash  out  the  utei'us  with  your  anti- 
septic solution  by  means  of  a  double  channelled  nozzle.  Then 
separate  the  retained  portion  and  remove  it.  The  finger  is  the 
best  instrument  to  use,  especially  in  septic  cases,  as  you  can  feel 
what  you  are  doing.  If  you  are  quite  satisfied  that  everything 
has  been  removed  it  will  not  be  necessary  to  use  the  curette,  but 
ill  many  cases  there  will  be  small  portions  which  can  only  be 
scraped  away  with  that  instrument.  A  flushing  instrument 
wliich  is  not  too  sharp  is  the  most  useful.  After  the  uterus 
is  cleared,  douche  it  out  very  thoroughly  with  lysol,  and  put 
a  loose  plug  of  iodoform  gauze  in  the  vagina.  The  bleeding 
usually  ceases  with  the  douching,  but  it  occasionally  persists. 
The  best  method  of  checking  the  haemoiThage  is  by  plugging 
the  uterine  cavity  and  vagina  with  iodoform  gauze. 

The  after  treatment  is  the  same  as  after  an  ordinary  abor- 
tion. Douching  is  unnecessary  unless  sepsis  develops,  when 
the  uterus  must  be  carefully  washed  out. 

The  operation  of  curettimj  tlie  imerperal  uterus  is  not  devoid 
of  risks.  In  some  cases  the  uterine  wall  is  very  friable,  and 
it  may  he  perforated  by  the  most  skilful  operator.  Even  in 
making  an  examination  with  the  sound  this  may  happen.  The 
dilators  may  be  pushed  through,  but  the  curette  is  the  most 
likely  instrument  to  cause  perforation.  You  must  therefore 
lie  very  careful  in  all  cases,  as  the  friability  of  the  uterine  walls 
cannot  be  judged  beforehand.  Fortunately  there  is  little  risk 
from  the  accident  if  proper  care  is  taken.  After  it  has  hap- 
jjened  douching  should  not  be  done,  as  the  fluid  may  pass 
iiLio  the  abdominal  cavity.  The  uterus  should  be  wiped 
I  nit  carefully  and  plugged  with  iodoform  gauze,  taking  care 
not  to  push  the  gauze  through  the  rent.  The  rent  is 
usually  very  small,  and  the  edges  of  it  fall  together  uatur- 
;illy  and  they  are  soon  glued  together.  If  there  is  much 
hleeding,  or  the  case  is  a  septic  one,  the  abdomen  should  be 
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opened  and  the  wound  stitched.  The  parts  should  then  be 
very  thoroughly  cleansed.  In  some  of  the  cases  reported  the 
friability  of  the  uterus  rendered  stitching  very  difficult,  as  the 
sutures  could  hardly  be  tied  without  cutting  through  the  tissues. 
The  uterus  has  been  removed ;  but  such  an  extreme  step  is 
rarely  justifiable.  Some  observers  have  maintained,  that  in 
some  cases  when  the  sound  or  curette  suddenly  passes  in  a 
long  distance,  this  is  not  due  to  perforation  of  the  uterine  wall, 
but  to  a  sudden  relaxation  of  the  uterus.  It  is  difficult  to 
conceive  of  such  an  occurrence.  When  there  is  any  foreign 
body  in  the  uterus  it  usually  contracts,  and  it  is  difficult  to 
understand  why  it  should  act  differently  in  these  cases.  Some- 
times, however,  the  sound  passes  for  some  distance  into  one 
of  the  tubes,  and  this  may  be  mistaken  for  a  perforation.  So 
far  as  I  know,  in  aU  the  cases  in  which  the  abdomen  has  been 
opened  either  a  perforation  or  a  patent  tube  has  been  found, 
so  that  I  cannot  accept  this  explanation  of  a  sudden  relaxation 
of  the  wall. 

Procured  Abortion. — There  are  a  few  conditions  under 
which  the  procuring  of  an  abortion  may  be  justifiable,  e.g.,  in 
patients  suffering  from  very  bad  chorea  gravidarum,  bad  heart 
disease,  bad  kidney  disease,  uncontrollable  vomiting,  and  an 
incarcerated  retroflexed  uterus  which  cannot  be  replaced.  In 
the  latter  condition,  however,  it  is  preferable  to  do  an 
abdominal  section,  and  relieve  the  imprisoned  uterus  from 
above. 

You  should  never  undertake  the  operation  without  having 
a  consultation.  Occasionally  an  abortion  is  unwittingly  pro- 
cured by  the  passage  of  a  sound  into  the  uterus  ;  but  it  is 
possible  to  pass  a  sound  dming  the  first  three  months,  and 
even  later,  without  causing  any  mischief,  provided  the  ovum 
is  not  punctured.  I  recently  dehvered  a  case  of  placenta 
praevia  at  the  sixth  month,  where  a  dressed  Playfair's  probe, 
dipped  in  carbohc  acid,  had  been  passed  into  the  uterus  just 
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before  she  quickened.  She  had  been  under  treatment  for 
endometritis  before  becoming  pregnant,  and  her  attendant  had 
been  misled  as  to  her  condition. 

You  are  aware  that  the  producing  of  an  abortion,  except  in 
such  cases  as  I  have  indicated,  is  a  criminal  offence.  Few 
practitioners  escape  being  barefacedly  asked  to  commit  this 
crime,  and  possibly  being  offered  a  large  fee  as  an  inducement. 
I  )ne  cannot  help  feeling  sorry  for  unmarried  girls  who  have 
been  betrayed,  and  can  forgive  them  making  such  a  request, 
but  in  my  experience  it  is  married  women,  who  do  not  wish  to 
have  more  children,  who  are  the  worst  sinners.  The  methods 
of  prevention  of  conception,  and  of  getting  rid  of  the  ovum,  if 
conception  has  occurred,  are  now  unblushingly  discussed  by 
women,  and  not  by  any  means  women  of  the  poorer  classes. 
This  is  probably  the  result  of  reading  the  new  style  of  novel 
which  is  the  very  reverse  of  its  predecessor,  in  which,  as  Kip- 
ling has  it — ■ 

"  We  asked  no  social  questions — we  pumped  no  hidden  shame — 
We  never  talked  obstetrics  when  the  little  stranger  came  ". 

The  barefaced  indecent  advertisements  which  disgrace  the 
pages  of  so  many  secular  and  even,  I  am  sorry  to  say,  religious 
papers,  have  much  to  answer  for.  They  should  be  put  down 
with  a  strong  hand,  but  unfortunately  the  law  seems  powerless 
to  deal  with  them. 

The  operation  may  be  done  by  passing  a  sound  and  turning 
it  round,  so  as  to  separate  part  of  the  decidua  and  puncture 
the  ovum.  It  may  then  be  left  to  come  away  naturally,  and  if 
it  is  not  completely  expelled,  the  retained  portion  must  be  dealt 
with,  as  in  an  ordinary  incomplete  abortion.  Some,  however, 
prefer  to  clear  the  uterus  at  one  sitting.  This  is  suitable  in 
the  early  weeks.  The  cervix  is  dilated  by  means  of  dilators, 
and  the  whole  contents  at  once  removed  by  the  finger  and 
curette.     The  operation  must  be  done  with  the  strictest  aseptic 
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precautions  or  sepsis  will  be  almost  sure  to  arise.  Even  with 
the  strictest  aseptic  precautions  trouble  may  arise  (see  case  of 
induced  abortion  for  cardiac  disease,  page  59). 

The  after-treatment  in  a  case  of  procured  abortion  is  exactly 
the  same  as  after  an  ordinary  one. 

Criminal  Abortion. — The  procuring  of  abortion  for  criminal 
purposes  seems  to  be  more  common  in  England  than  in  Scot- 
land. At  all  events  we  rarely  hear  of  the  detection  of  cases 
here.  Probably  every  medical  practitioner,  at  some  time  or 
other  in  his  career,  has  been  asked  to  do  the  operation,  i.e.,  to 
commit  a  very  serious  crime.  There  is  only  one  answer  to 
such  a  request,  and  that  is  an  emphatic  refusal,  no  matter  how 
great  one's  sympathies  may  be. 

Sometimes  one  is  called  upon  to  treat  a  case  where  it  is 
quite  evident  that  an  abortion  has  been  procured.  I  have 
myself  seen  two  cases  where  there  was  strong  presumptive 
evidence  that  this  had  been  done.  In  the  first  case  the  patient 
admitted  that  she  had  been  examined  with  instruments,  and 
had  been  taking  drugs.  A  very  septic  placenta  was  still  in  the 
uterus.  In  the  second,  after  the  uterine  contents  were  cleared 
out,  the  bleeding  was  so  profuse  that  I  had  to  plug  the  cavity 
with  iodoform  gauze.     Both  patients  recovered. 

Spurious  Abortion. — Occasionally  a  cast  of  the  uterus 
having  the  essential  characters  of  the  decidua  of  pregnancy, 
but  with  no  trace  of  an  ovum,  is  expelled  after  a  period  of 
amenorrhoea.  Such  a  case  is  frequently  seen  in  connection 
with  extra-uterine  gestation,  but,  in  the  cases  referred  to,  there 
is  no  evidence  of  an  ovum  developing  outside  the  uterus.  The 
term  "spurious  abortion"  has  been  suggested,  but  Fothergill 
has  recently  shown  that  the  condition  is  really  due  to  an  "  in- 
complete abortion,"  where  the  ovum  has  been  expelled,  leaving 
the  decidua  vera  behind,  or,  as  in  his  case,  an  early  "  missed 
abortion,"  in  which  the  decidua  went  on  growing  for  some 
time  after  the  death  of  the  ovum.     There  is  no  evidence  to 
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show  that  a  decidua  ever  forms  in  the  uterus  apart  from 
pregnancy,  either  topic  or  ectopic. 

Prophylactic  Treatment  of  Abortions. — If  a  woman  has 
had  one  or  more  abortions  she  should  be  put  under  treatment 
before  she  again  conceives,  in  order  to  prevent  a  recurrence 
of  the  abortion.  The  habit  of  aborting  is  said  to  be  acquired, 
but,  as  I  have  already  said,  the  probability  is  that  this  is 
really  due  to  some  form  of  uterine  disease.  If  all  abortions 
were  properly  treated  there  would  be  fewer  recurrences.  The 
patient  should  not  resume  intercourse  until  involution  is  com- 
plete, and  the  endometrium  in  a  healthy  condition.  If  syphilis 
is  present  she  should  be  put  on  antisyphilitic  remedies.  In 
such  a  case  the  husl:)and  should  also  be  treated,  but  you  must 
be  exceedingly  careful  in  deahng  with  such  patients,  as  you 
may  very  easily  upset  tlie  peace  of  a  home. 

If  endometritis  is  present  it  should  be  treated,  and  intercourse 
prohibited  until  a  cure  is  effected.  If  conception  occurs  before 
the  endometrium  is  perfectly  healthy,  abortion  will  be  sure  to 
follow.  The  surest  and  quickest  method  of  treating  endo- 
metritis in  such  cases  is  by  curetting.  Any  inflammatory 
condition  of  the  ovaries  or  tubes  should  be  cured,  and  all 
displacements  rectified.  If  the  cervix  is  spHt  it  should  be 
repaired. 

In  cases  of  anaemia  or  other  constitutional  diseases,  appro- 
priate treatment  should  be  adopted.  There  are  certain  cases  in 
which  the  foetus  perishes  in  the  later  months  of  pregnancy. 
Fatty  and  calcareous  degeneration  of  the  placenta  is  generally 
found.  These  cases  will  be  dealt  with  under  Habitual  Death 
of  the  Foetus  (see  page  431j. 

In  all  cases  where  abortions  have  occurred  the  patients 
should  be  warned  to  be  careful  at  the  times  corresponding  to 
their  menstrual  periods,  and  especially  so  at  the  time  when  the 
former  abortion  occurred. 
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Vesicular  Mole,  Hydatiform  Mole,  Cystic  Degeneration 
OF  THE  Chorionic  Villi. 

The  disease  which  is  known  under  these  various  names  is 
characterised  by  the  hypertrophy  of  the  chorionic  vilU,  and  their 
conversion  into  numerous  cysts,  varying  in  size  from  that  of  a 
millet  seed  to  that  of  a  large  grape.  These  cysts  are  all  con- 
nected by  pedicles  of  greater  or  less  length,  and  the  mass  thus 
has  somewhat  the  appearance  of  a  bunch  of  grapes.  After  the 
third  month  of  pregnancy  the  growth  is  very  rapid,  so  that  the 
uterus  soon  becomes  very  much  more  distended  than  it  should 
be  at  that  time  of  pregnancy.  More  or  less  discharge  usually 
occurs,  it  may  be  of  pure  blood,  but  more  frequently  a  profuse 
watery  discharge  stained  with  blood.  In  some  cases  small  cysts 
will  be  found  in  the  discharge.  The  uterine  contents  are  usually 
expelled  before  full  time  is  reached,  but  in  very  rare  cases  the 
mass  is  carried  in  utero  for  some  time  beyond  term.  In  some 
cases  absolutely  no  trace  of  the  foetus  can  be  found,  in  others 
only  a  portion  of  it  may  be  present,  but  it  is  occasionally  found 
entire,  usually  dead.  In  one  or  two  cases  the  foetus  has  gone 
on  developing  to  full  time  and  has  been  born  alive,  with  a  por- 
tion of  the  placenta  showing  cystic  degeneration.  As  a  rule,  the 
disease  begins  early  in  pregnancy,  before  the  villi  have  atrophied 
in  the  non-placental  part  of  the  chorion,  and  the  whole  chorion 
is  thus  affected.  When  it  begins  later  in  pregnancy,  after 
atrophy  has  occm'red,  only  the  placental  portion  will  be  affected. 
If  only  a  small  portion,  then  development  of  the  foetus  may 
not  be  interfered  with.  It  occasionally  occurs  in  twin  preg- 
nancies, the  chorion  of  one  foetus  l)eing  alone  affected.  The 
other  twin  may  go  on  developing  to  full  time.  It  is  more 
common  with  multiparae  than  with  primiparae,  and  may  recur 
in  subsequent  pregnancies. 

It  is  a  true  myxomatous  degeneration  of  the  chorion.  The 
duid  in  the  cysts  contain  mucin  and  albumin  in  considerable 
quantities. 
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The  mass  may  reach  the  size  of  an  adult  head.  It  may  be 
completely  covered  over  with  decidua,  but  the  enlarged  villi 
not  infrequently  perforate  one  or  both  layers  of  the  decidua 
at  various  places,  and  they  may  penetrate  the  muscular  wall 
of  the  uterus,  and  even  the  peritoneal  covering. 

Of  late  it  has  been  clearly  shown  that  there  is  an  intimate 
relationship  between  this  disease  and  deciduoma  malignum. 
A  very  large  number  of  cases  of  the  latter  disease  occur  after 
vesicular  moles. 

Diarjnosis. — There  are  three  prominent  indications  of  the 
condition.  First,  the  uterus  is  usually  much  larger  than  it 
ought  to  be  at  the  supposed  time  of  pregnancy,  and  the  in- 
crease will  have  been  very  rapid  after  the  third  month  ;  second, 
blood  or  blood-stained  serum  is  discharged  at  intervals  ;  and 
third,  vesicles  escape.  Palpation  of  the  uterus  shows  that  it  is 
very  distended  and  has  a  boggy  feel,  and  that  no  foetal  parts  or 
movements  can  be  made  out.  Sometimes  a  crepitant  sensation 
can  be  made  out.  Auscultation  gives  a  uterine  bruit  but  no 
foetal  heart,  and  a  crackling  or  crepitant  sound  may  be 
detected. 

Prognosis. — The  condition  is  not  a  very  hopeful  one,  so  a 
guarded  prognosis  should  be  given.  If  the  mass  has  been 
entirely  expelled  naturally,  there  should  be  no  immediate  risk, 
but  if  a  portion  of  it  has  been  retained  septicaemia  is  very 
likely  to  occur.  In  cases  where  the  vesicles  have  penetrated 
the  wall  of  the  uterus,  there  is  very  great  risk  of  rupture 
occurring  when  an  attempt  is  made  to  remove  the  mass.  In 
all  cases  the  subsequent  occurrence  of  deciduoma  Hudiijnum  is 
greatly  to  be  dreaded. 

Treatment. — If  the  hyemorrhage  is  great,  plug  the  cervix  and 
vagina  thoroughly,  until  the  os  is  dilated  sufficiently  to  allow 
of  expulsion  of  the  mass,  and  then,  if  uterine  effort  fails,  clear 
it  out.  In  clearing  it  out  the  fingers  only  should  be  used, 
and  the  utmost  care  taken  to  prevent  injury  to  the  uterine  wall, 
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No  curette  should  be  used.  In  cases  where  there  is  no  dis- 
charge and  no  uterine  action  going  on,  if  you  are  perfectly 
sm-e  of  your  diagnosis,  you  should  induce  abortion  at  once,  as 
the  longer  the  mass  is  in  the  uterus  the  greater  is  the  risk  of 
the  uterine  wall  being  perforated.  In  cases  where  a  portion 
of  the  mass  is  retained,  and  sepsis  has  occurred,  you  should 
carefully  explore  the  uterine  cavity  and  remove  the  retained 
portion,  but  you  must  bear  in  mind  that  the  uterine  wall  may 
be  very  thin  in  places.  If  the  wall  has  been  perforated,  the 
best  treatment  would  be  to  remove  the  entire  uterus,  either 
through  the  vagina  or  abdomen.  In  all  cases  the  most  rigid 
aseptic  precautions  must  be  taken. 


CHAPTEK  XVI. 

HAEMORRHAGES  OF  THE  LATER   MONTHS  OF  PREGNANCY- 
ACCIDENTAL  H/EMORRHAGE. 

Varieties  of  Accidental  Hsemoirliage — Time  of  Occurrence — Etiology 
— Cases — Diagnosis — Treatment — Case — Treatment  of  the  Concealed 
or  Internal  Variety. 

We  have  now  to  take  up  the  lisemoiThages  which  occur  in  the 
later  months  of  pregnancy,  cjj.,  from  the  sixth  month  onwards 
— the  ante-partum  haemorrhages.  We  have  two  varieties, 
viz.,  accidental  and  unavoidable.  We  shall  first  deal  with  the 
accidental.  The  haemorrhage  arises  from  the  separation  of  a 
normally  situated  placenta,  i.e.,  a  placenta  situated  in  the  uter- 
ine cavity  anywhere  above  the  lower  uterine  segment.  By  the 
lower  utei-ine  segment  is  meant  the  part  which  becom.es  thinned 
out  during  the  canahsation  of  the  genital  tract.  If  the  placenta 
is  attached  anywhere  in  this  lower  uterine  segment,  separation 
of  it  is  bound  to  occur  during  labour,  and  this  gives  rise  to  the 
unavoidable  form  of  haemorrhage.  Such  a  case  is  said  to  be 
one  of  placenta  praevia,  whioh  we  shall  discuss  fully  in  our  next 
chapter.  What  I  wish  to  point  out  to  you  now  is,  that  in  both 
cases  the  haemorrhage  is  caused  by  separation  of  the  placenta. 
In  the  accidental,  the  placenta  is  normally  situated,  while,  in  the 
unavoidable,  it  is  in  the  lower  uterine  area.  In  both,  the  blood 
comes  principally  from  the  uterine  sinuses,  and  only  a  small 
amount  from  the  torn  placenta. 

Varieties  of  Accidental  Haemorrhage, — There  are   two 
varieties,  viz.,  external,  and  concealed.     The  latter  is  one  of  the 
(189) 
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most  serious  complications  we  have  to  deal  with  in  midwifery. 
With  the  exception  of  rupture  of  the  uterus,  there  is  no  acci- 
dent so  fatal  to  the  patient.  Fortunately,  it  is  comparatively 
rare. 

Accidental  htemorrhage  is  more  frequent  in  multiparous  than 
in  primiparous  cases,  but  it  occasionally  does  occur  among  the 
latter.  It  resembles  an  abortion  in  this  respect,  and  in  fact 
it  is  practically  an  abortion  occurring  in  the  later  months.  It 
occurs  in  the  same  class  of  cases,  and  from  much  the  same 
causes. 

Time  of  Occurrence. — It  occurs  from  the  sixth  month 
onward  to  full  time. 

^Etiology. — The  aetiology  is  much  the  same  as  in  cases  of 
abortion.  In  all  the  cases  I  have  examined  carefully,  I  have 
found  the  placenta  more  or  less  degenerated.  A  perfectly 
normal  placenta  might  become  detached  as  the  result  of  a 
severe  accident,  but  this  is  very  exceptional.  In  the  majority 
of  eases,  I  believe  there  is  more  or  less  disease  of  the  placenta 
present,  due  usually  to  endometritis.  The  exciting  cause  may 
be  dhect  violence,  such  as  a  kick  or  blow  upon  the  abdomen, 
overexertion,  overstretching,  such  as  in  reaching  something 
above  the  head  or  in  hanging  up  clothes,  shock,  fright,  severe 
vomiting,  severe  coughing,  and  severe  straining  at  stool.  In 
some  cases  there  may  be  no  apparent  exciting  cause. 

For  some  reason  or  other  then,  a  small  portion  of  the  placenta 
becomes  detached,  and  a  utero-placental  sinus  torn  through. 
A  greater  or  less  amount  of  blood  is  poured  out  between  the 
placenta  and  uterine  wall.  If  it  is  at  the  lower  edge  of  the 
placenta,  it  will  quickly  find  its  way  down  between  the  mem- 
branes and  the  waU.  It  may  clot  there,  or  work  its  way  down 
by  gravitation  until  it  appears  externally.  If  the  amount  be 
very  small  no  harm  may  result ;  but  it  is  almost  sure  to  act  as 
a  foreign  body,  and  set  up  uterine  contractions,  which  will  cause 
more  of  the  placenta  to   be   separated,  and,   of   course,    more 
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h'aemorrhage.  In  the  concealed  form  the  blood  is  retained  in 
the  uterus  and  does  not  appear  externally  at  all,  but  there  is 
usually  a  profuse  flow  of  serum,  which  is  pressed  out  of  the 
clots.  Sometimes  you  have  what  might  be  called  a  mixed 
form,  where  there  is  some  external  bleeding,  but  a  very  large 
quantity  of  blood  remains  in  the  uterus.  In  the  external 
variety  a  clot  or  clots  will  be  found  in  the  uterus,  but  the 
greater  part  of  the  blood  escapes  externally.  The  blood  is  said 
occasionally  to  burst  through  the  membranes  and  mingle  with 
the  liquor  amnii,  but  I  have  never  seen  a  case  of  this  kind. 
In  the  concealed  form  the  uterus  becomes  very  much  distended, 
more  oval  in  form,  and  you  may  be  able  to  feel  masses  in  it, 
indicating  where  clots  are  lying.  You  will  not  be  able  to  feel 
the  foetal  parts.  The  woman  will  complain  of  a  continuous 
rending  pain,  as  if  her  uterus  were  going  to  burst.  If  she  is  a 
multipara,  she  will  tell  you  the  pain  is  very  different  from  any 
pain  she  had  felt  in  former  labours.  This  is  a  symptom  of 
the  utmost  importance,  and  one  to  which  I  wish  specially  to 
direct  attention.  It  is  mentioned  in  text-books,  but  I  do  not 
think  sufficient  stress  is  laid  upon  its  importance.  If  the  case 
is  at  all  a  serious  one,  the  patient  will  show  all  the  signs  and 
symptoms  of  htemorrhage  and  collapse,  which  I  need  not 
enumerate. 

Prognosis. — -In  the  concealed  variety  the  prognosis  is  ex- 
ceedingly grave,  as,  unfortunately,  the  condition  is  often  not 
recognised  until  the  patient  is  collapsed.  In  the  external 
variety  the  danger  is  not  nearly  so  great,  as  assistance  will  be 
sent  for  early.  If  the  cases  of  the  external  form  are  seen  early, 
before  collapse,  the  great  majority  should  be  saved.  The 
mortahty  for  accidental  haemori-hage  is  said  to  be  50  per  cent. 
This  is  far  too  high,  taking  all  the  cases  together,  but  for  the 
concealed  variety  alone  it  is  not  high  enough.  Very  few  of 
them  are  saved. 

As  regards  the  children,  in   bad  cases  thev  are  nearly    all 
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lost,  but  in  slight  cases  they  may  be  saved.  Many  of  them 
are  premature.  If  the  placenta  is  entirely  separated,  the  child 
will  be  dead.  The  child's  chances  then  may  be  said  to  depend 
upon  the  amount  of  separation  of  the  placenta,  and  also  the 
ease  of  delivery.  It  may  he  too  prematui-e  to  survive,  and  at 
the  best  is  likely  to  be  weakly. 

Before  taking  up  the  diagnosis  and  treatment  I  shall  give 
you  notes  of  two  cases,  one  of  each  variety. 

Case  I. — The  patient  was  a  multipara,  seven  months  preg- 
nant, attended  at  her  own  home.  She  had  been  bleeding  for 
sixteen  hours  before  I  saw  her.  She  stated  that  she  had  been 
verv  constipated,  and  the  night  previous  had  been  straining 
very  heavily  at  stool,  when  she  suddenly  found  blood  was 
poming  from  the  vagina.  She  said  she  had  very  nearly  filled 
the  chamber-pot.  This  was,  of  course,  an  exaggerated  state- 
ment. The  bleeding  had  continued,  more  or  less,  ever  since. 
Three  hours  before  I  saw  her,  the  vagina  had  been  plugged  on  the 
supposition  that  it  was  a  case  of  placenta  praBvia  ;  the  os  was 
then  about  the  size  of  half  a  crown.  I  found  her  pulse  very 
feeble,  and  her  lips  blanched.  She  was  in  a  state  of  collapse 
from  haemorrhage.  The  os  was  now  fully  dilated,  the  mem- 
branes intact  and  the  head  presenting.  The  membranes  were 
at  once  ruptured,  and  the  forceps  appUed.  Delivery  was  easy. 
The  child  was  dead.  Firm  pressure  over  the  uterus  immedi- 
ately expelled  three  or  four  large  black  clots  and  the  placenta, 
which  had  been  completely  separated.  A  hot  douche  checked 
all  post-partum  haemorrhage.  Ergotin  and  ether  were  given 
hypodermically,  and  an  injection  of  saline  fluid  into  the  rectum, 
and  a  pint  of  the  same  into  the  ai'eolar  tissues  of  the  right 
axilla.  Her  pulse,  which  had  been  barely  perceptible  after 
delivery,  quickly  improved.      She  made  an  excellent  recovery. 

Case  II. — Mrs.  E.,  aet.  forty-one,  multipara.  This  patient 
was  sent  into  the  hospital  as  a  case  of  placenta  praevia.  The 
history   given  us   was  that  she  had  begun  to  bleed  about   4 
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A.M.,  and  that  the  bleeding  had  continued,  more  ox-  less,  ever 
since.  The  only  cause  she  could  give  was  that  she  had 
done  a  heavy  washing  the  day  before.  She  had  been  seen  a 
few  hours  after  the  onset,  and  the  vagina  had  been  plugged. 
The  plug  had  been  removed  twice  and  a  fresh  one  put  in.  The 
third  plug  was  still  in. 

On  admission  at  4.15  p.m.,  twelve  hours  after  the  onset, 
she  was  perfectly  blanched  ;  her  lips  were  of  a  bluish-white 
colour  and  absolutely  bloodless.  The  pulse  was  120  and  very 
soft.  She  continually  complained  of  a  rending  pain  in  her 
abdomen,  as  if  she  were  bursting.  The  abdomen  was  very 
much  distended  and  globular  in  shape.  The  foetal  parts  could 
not  be  palpated.  The  os  admitted  two  fingers  and  no  placenta 
could  be  felt. 

She  was  given  some  stimulant  by  the  mouth  and  a  sahne 
rectal  injection.  Champetier  de  Eibes'  bag  was  inserted  and 
partially  filled.  In  a  few  minutes  it  was  withdrawn  and  the  os 
dilated  manually  until  the  hand  passed.  The  membranes  were 
ruptured  and  a  foot  brought  down,  and  delivery  of  a  premature 
dead  child,  which  weighed  2h  lb.,  quickly  effected.  The 
placenta,  which  had  been  completely  separated,  and  a  very 
large  quantity  of  clot,  were  at  once  cleared  out  of  the  uterus. 
During  this  time  the  uterus  was  actively  compressed,  and  hy- 
podermic injections  of  ergotin  and  strychnine  were  given.  A 
creolin  intra-uterine  injection  (115^  F.)  checked  the  post-partum 
haemorrhage  ;  in  fact  there  was  no  blood  lost  after  delivery,  as, 
unfortunately,  there  was  none  to  lose.  Another  saline  rectal 
injection  was  given,  and  also  one  into  the  areolar  tissues  under 
the  left  breast.  She  was  now  practically  pulseless.  In  spite  of 
active  stimulation  she  died  in  half  an  hour. 

I  shall  refer  to  this  case  when  discussing  the  best  methods 
of  treatment. 

Diagnosis. — In  the  external  variety  there  will  be  bleeding 
from  the  uterus.  The  patient  may  or  may  not  be  having 
13 
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Uterine  contractions,  if  it  is  before  full  time,  but  they  will  soon 
come  on.  If  the  hiemorrhage  is  profuse,  the  pulse  will  become 
rapid  and  weak,  and  signs  and  symptoms  of  collapse  supervene. 
In  some  cases  the  amount  of  collapse  will  be  much  greater  than 
the  apparent  loss  of  blood  accounts  for.  In  such  cases  there 
will  be  concealed  haemorrhage  as  well,  making  it  much  more 
dangerous.  The  os  may  not  be  much  dilated  at  first,  but  you 
will  usually  be  able  to  get  your  finger  in.  The  cervical  canal 
will  usually  be  found  full  of  clot,  which  may  easily  be  mis- 
taken for  placenta.  You  can  break  down  the  clot  and  remove 
it,  while  this  cannot  easily  be  done  with  placenta.  You  will 
not  be  able  to  reach  any  placental  tissue  with  your  finger. 

You  will  have  to  diagnose  the  external  form  from  unavoid- 
able haemorrhage  due  to  placenta  praevia,  and  the  concealed 
from  rupture  of  the  uterus  or  other  viscus.  Mistakes  are 
frequently  made  between  the  external  variety  and  unavoidable 
haemorrhage.  In  both  of  the  cases  I  have  related  this  happened. 
Until  the  os  is  dilated  sufficiently  to  admit  the  finger  a  differen- 
tial diagnosis  may  be  impossible.  If  placenta  can  be  reached, 
that  will  settle  that  it  is  a  case  of  placenta  praevia.  A  boggy 
feeling  in  the  fornices  is  also  indicative  of  placenta  praevia. 
You  will  see  it  stated  that  in  accidental  haemorrhage  there  will 
be  no  bleeding  during  the  pains,  as  the  presenting  part  will 
effectually  block  the  passage,  while  in  placenta  praevia  the 
bleeding  will  increase  during  the  pains.  In  my  experience, 
which  has  been  a  pretty  large  one,  you  can  place  absolutely  no 
dependence  upon  this.  In  accidental  hgemorrhage  the  con- 
tractions will  squeeze  out  any  blood  which  is  in  the  lower  part 
of  the  uterus  and  cervix,  and,  besides,  in  many  cases  the  pre- 
senting part  does  not  block  the  passage.  In  a  case  of  lateral 
or  marginal  placenta  prcevia,  if  the  head  is  well  down  during 
the  uterine  contractions,  it  will  effectually  plug  the  passage  and 
prevent  any  bleeding. 

In   the  concealed   variety  there  may  be  some  haemorrhage 
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showing,  but  often  there  is  only  a  copious  serous  discharge. 
The  patient  will  be  in  a  state  of  collapse.  The  uterus  will  be 
oval  in  shape  and  very  much  distended.  You  will  not  be  able 
to  palpate  the  foetus,  but  you  will  often  be  able  to  make  out 
irregular  masses  in  the  uterus  indicating  where  the  clots  are 
lying.  The  patient  will  complain  of  a  continuous  rending  pain 
in  the  uterus.  Rupture  of  the  uterus  gives  much  the  same 
condition  of  collapse,  but  it  occurs  as  a  rule  in  the  second 
stage  of  labour.  In  complete  rupture  the  uterus  will  usually 
be  smaller  than  it  was  before,  and  the  presenting  part  will 
have  receded.  In  partial  rupture  the  signs  and  symptoms 
are  almost  identical,  but  it  occurs  almost  always  late  in  the 
second  stage,  while  the  hasmorrhage  is  always  in  the  first, 
or  before  labour  has  set  in.  Rupture  of  an  internal  viscus, 
e.g.,  stomach  or  bow^el,  would  give  the  same  collapse.  An 
examination  would  reveal  that  the  uterus  was  of  normal  size 
and  shape. 

Treatment. — The  proper  treatment  of  each  case  depends 
upon  the  conditions  present.  To  lay  down  one  hard  and  fast 
rule  of  procedure  is  absurd.  Let  us  first  consider  the  external 
variety.  We  will  first  suppose  a  case  where  the  haemorrhage 
is  not  very  great  and  the  uterus  is  not  distended.  If  the 
membranes  are  ruptured  and  a  tight  binder  applied,  this  is 
usually  sufficient,  provided  contractions  are  occurring,  but  you 
must  watch  the  pulse  carefully  for  fear  of  concealed  bleeding 
going  on.  If  the  uterus  does  not  contract  when  the  liquor 
amnii  flows  away,  you  can  easily  see  the  pressure  inside  the 
uterus  will  be  lessened  and  bleeding  encouraged.  If  the  ex- 
ternal haemorrhage  continues,  or  if  there  is  evidence  of  internal 
haemorrhage,  steps  should  at  once  be  taken  to  hurry  dilatation 
and  delivery.  The  dilatation  may  be  effected  by  means  of 
Barnes'  or  Champetier  de  Ribes'  bags,  or  manually.  As  soon 
as  the  OS  is  sufficiently  wide,  turn  by  either  method  and  bring 
a  leg  down.       Keep  up  active  stimulation  of   the  uterus   by 
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kneading  it  to  encourage  contractions.  If  the  os  is  not  sutli- 
ciently  dilated  to  allow  of  the  head  passing  easily,  beware  of 
dragging  it  through  forcibly,  or  you  may  rupture  the  cervix  and 
add  a  very  serious  risk.  In  some  cases  forceps  may  be  used, 
but  as  a  rule  turning  is  the  better  method.  As  soon  as  the 
child  is  born  the  uterus  must  be  actively  compressed,  and  in 
most  cases  the  hand  should  at  once  be  introduced  into  the 
uterus  to  clear  out  the  clots  and  placenta.  A  very  hot  douche 
(120°  F.)  should  be  given  at  once,  and  ergotin  hypodermically. 
These  active  measures  require  to  be  adopted  to  prevent  post- 
partum haemorrhage,  which  is  apt  to  occur.  If  the  case  has 
been  a  severe  one,  saline  fluid  (1  dr.  of  common  salt  to  a 
pint)  should  be  injected  either  directly  into  a  vein  or  into  the 
areolar  tissues  of  some  part  of  the  body.  It  can  also  be  given 
into  the  rectum.  The  patient  should  be  freely  stimulated  with 
brandy,  ether,  or  strychnine.  In  a  very  bad  case  it  would  be 
well  to  transfuse  before  attempting  delivery.  I  shall  deal  with 
the  methods  of  transfusion  and  treatment  of  collapse  from 
haemorrhage,  when  discussing  post-partum  haemorrhage. 

I  shall  now  give  you  the  history  of  a  case,  which  illustrates 
the  serious  risks  one  runs  in  hastening  dilatation  and  delivery, 
under  any  circumstances. 

Case  III. — Mrs.  T.,  set.  twenty-seven,  ii.-para.  This  patient 
had  been  delivered  by  me  on  1st  October,  1896,  of  her  first 
child  by  craniotomy.  The  cord  was  prolapsed  and  pulseless. 
Her  pelvic  measurements  were  as  follows  :  Interspmous,  IO4 
in.  ;  intercristal,  lOi  in.  ;  external  conjugate,  7  in. ;  diagonal 
conjugate,  3|  in.     The  true  conjugate  would  be  about  3j  in. 

According  to  instructions,  she  came  back  for  induction  when 
seven  and  a  half  months  pregnant.  She  was  admitted  into 
the  Glasgow  Maternity  Hospital  on  1st  October,  1897.  A 
bougie  was  passed  into  the  uterus,  and  the  vagina  plugged  the 
evening  of  admission.  The  plugs  were  removed  sixteen  hours 
later.     The  os  was  the  size  of  a  shilling.      During    the   next 
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twenty-four  hours  not  much  progress  was  made.  On  the 
evening  of  the  3rd  October,  I  found  the  os  would  admit  two 
fingers  and  was  fairly  dilatable,  so  I  determined  to  put  in  a 
Champetier  de  Ribes'  bag,  and  leave  it  in  until  the  os  dilated. 
The  bag  was  easily  introduced  without  giving  chloroform,  the 
patient  lying  on  her  left  side.  Warm  carbolic  lotion  was 
pumped  in  through  a  Higginson  syringe,  and  before  the  bag 
was  nearly  full  the  patient  suddenly  became  blanched  and  the 
pulse  grew  very  weak.  The  syringe  was  detached  from  the 
bag  and  the  fluid  allowed  to  run  out ;  only  a  little  came 
through  the  tube,  and  it  was  blood-stained,  but  a  gush  of  blood- 
stained fluid  came  from  the  vagina.  The  bag  was  withdrawn 
at  once,  when  there  was  a  tremendous  gush  of  blood.  The 
bag  had  a  rent  nearly  an  inch  long  in  its  side.  As  the  uterus 
showed  no  indication  of  contracting,  and  the  haemorrhage 
continued,  Dr.  Black  agreed  that  I  ought  to  dilate  manually, 
and  turn  at  once.  This  was  easily  effected,  as  the  cervix 
yielded  readily  to  my  hand.  The  body  was  drawn  down  and 
the  arms  freed.  The  uterus  was  still  very  flabby,  and  I  was 
afraid  that  internal  bleeding  might  continue,  so  I  delivered  the 
head  at  once  by  suprapubic  pressure  combined  with  not  very 
great  traction  on  the  body.  The  child  was  alive,  and  weighed 
6i  lb.  The  placenta,  which  was  partially  in  the  vagina,  was 
removed.  It  had  been  attached  low  dowm  and  was  very  soft, 
evidently  fatty.  A  hot  intra-uterine  creolin  douche  (120°  F.)  was 
given,  and  the  uterus,  which  had  been  very  flabby,  soon  con- 
tracted firmly.  A  hypodermic  injection  of  ergotin  (3  gr.)  and 
another  of  ether  (20  drops)  were  given,  and  a  pint  of  sahne 
solution  by  the  rectum.  The  cervix  was  torn  considerably, 
but  the  hot  douche  seemed  to  check  the  haemorrhage.  The 
patient  had  rallied,  and  said  she  felt  better.  Her  pulse  was 
92,  and  of  fair  strength.  She  was  then  made  comfortable 
and  a  firm  binder  put  on,  but  in  about  ten  minutes,  perhaps 
half  an  hour  after  delivery,  her  pulse  became  very  feeble  (^l'iO\ 
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and  she  looked  decidedly  blanched.  Bleeding  had  recurred, 
evidently  from  the  cervix,  as  the  uterus  was  fairly  firm.  The 
foot  of  the  bed  was  raised  at  once,  and  2  oz.  brandy  and  2  oz. 
water  injected  into  the  rectum.  Another  hot  douche  (120°  F.) 
was  given  by  me,  while,  at  the  same  time,  Dr.  Webster  opened 
the  median  basiHc  vein  and  transfused  6  pints  of  saline  fluid. 
The  pulse  improved  for  a  time.  As  the  hot  douche  failed 
to  check  the  oozing,  I  plugged  the  cervix  and  vagina  with 
iodoform  gauze.  Hot  applications  and  stimulants  were  used 
freely,  but  she  gradually  sank,  and  died  two  and  a  half  hours 
after  delivery. 

We  got  permission  for  a  post-mortem,  but,  unfortunately, 
the  body  was  removed  without  the  resident's  knowledge  before 
we  could  have  the  examination  made. 

Two  other  De  Ribes'  bags  have  burst  in  my  hands,  but,  for- 
tunately, the  others  burst  in  the  vagina.  In  this  case  the  bm'st 
was  high  up,  and  the  fluid  separated  the  placenta,  which  was 
very  friable  and  situated  low  down.  The  bag  is  a  large  one, 
and  from  the  point  which  was  in  the  os  to  the  top  it  measures 
fullv  4  in.  As  it  distended  the  membranes  would  be  stripped 
off  the  uterine  wall  and  be  pushed  up  before  it.  The  lower 
edge  of  the  placenta  may  even  have  been  slightly  separated  by 
the  strain  on  the  membranes  before  the  bag  bm-st.  Of  course 
that  had  nothing  to  do  with  the  tearing  of  the  cervix,  except 
that  it  forced  me  to  deliver  by  accouchement  force'.  If  I  had 
delayed  the  delivery  of  the  head  and  sacrificed  the  child,  the 
mother  might  have  been  saved.  One  can  always  be  wise  after 
the  event.  This  case  illustrates  the  grave  risk  incurred  in  rapid 
dehvery. 

This  bag  seems  to  be  made  of  some  preparation  of  rubber. 
The  one  I  have  for  private  use  is  made  of  silk,  and  sewed.  I 
do  not  think  it  would  burst,  but  it  is  very  difiicult  to  render 
such  a  bag  aseptic.  These  rubber  ones,  I  imagine,  have  been 
made  so  that  thev  mav  be  easily  rendered  aseptic.     I  shall 
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certainh  never  use  rine  of  them  again.  The  silk  one,  I  have 
found,  does  well  :  l)ut,  after  such  an  experience,  I  cannot  so 
strongly  commend  their  use,  as  is  done  by  some  obstetricians. 

The  methods  of  treatment  I  have  given  you  are  the  ones 
I  have  found  most  efficacious,  but  you  will  find  a  very  different 
method  described  in  Jellett's  Short  Practices  of  Midwifery. 
In  the  preface  to  that  work,  Smyly  says  :  "In  the  first  two 
years  of  my  mastership  I  treated  all  serious  cases  of  accidental 
haemorrhage  by  rupturing  the  membranes,  and,  if  that  did  not 
prove  effectual,  delivery  was  effected  by  version  and  extraction 
or  perforation.  The  results  were  so  bad  that  I  resorted  to 
plugging  in  all  cases  of  external  haemorrhage  in  which  the 
membranes  were  intact  and  labour  pains  absent  or  feeble — 
that  is,  in  the  great  majority  of  cases — and  with  excellent 
results.  The  fear  that  an  external  would  be  converted  into  an 
internal  haemorrhage  proved  groundless."  The  case  of  Mrs. 
E.,  which  I  have  already  related  to  you,  shows  that  this  fear  is 
not  groundless.  It  began  as  an  external  form,  but  was  con- 
verted into  an  internal  by  the  plugging. 

Jellett  strongly  advocates  the  plug.  He  says  :  "If  the  blood 
cannot  escape,  then  it  must  cease  flowing  as  soon  as  the  cavity 
is  full.  There  is  no  room  for  any  considerable  quantity  of 
blood  to  escape  into  a  healthy  uterus  occupied  by  an  unrup- 
tured ovum.  If  a  vessel  rupture  in  such  a  case  and  no  blood 
escape  through  the  os,  the  pressure  in  the  uterus  would  rapidly 
become  greater  than  the  blood  pressure,  and  the  haemorrhage 
would  cease.  If,  on  the  other  hand,  the  uterus  be  unhealthy 
and  dilate  before  the  blood  pressure,  then  the  amount  of  the 
haemoirhage  is  only  limited  by  the  dilatability  of  the  uterus." 
This  is  all  true  enough,  but  the  unfortunate  thing  is  that  we 
rarely  have  to  deal  with  a  healthy  uterus.  If  it  were  healthy, 
the  placenta  would  not  separate  except  under  very  exceptional 
circumstances.  The  placentae,  in  the  cases  which  I  have  exam- 
ined, have  all  been  in  an  unhealthy  condition.     Jellett  says  the 
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haBuiorrhage  is  primarily  due  to  an  endometritis.  A  uterus 
with  endometritis  is  not  a  healthy  one. 

Nature's  method  of  checking  haemorrhage  is  not  by  pressure, 
but  by  contraction  and  retraction  of  the  uterine  muscular  fibres. 
The  only  way  to  get  that  is  by  emptying  the  uterus,  a  practice 
I  have  always  carried  out  when  any  active  haemorrhage  was 
going  on.  In  a  large  number  of  cases  of  the  external  variety, 
the  only  one  I  have  lost  was  that  of  Mrs.  T.,  just  related,  and 
it  was  a  very  exceptional  one.  I  am  afraid  I  was  too  anxious 
to  get  a  live  child  in  that  case,  and  it  was  of  course  complicated 
by  a  considerable  contraction  of  the  pelvis.  Eupturing  the 
membranes  may  suffice  when  active  contractions  are  going 
on,  but  I  would  never  trust  to  it,  if  there  had  been  much 
haemorrhage.  If  haemorrhage  is  going  on,  I  think  the  best 
treatment  is  to  dilate  and  deliver,  with  due  precautions  not  to 
lacerate.  If  the  haemorrhage  has  ceased  and  the  patient  is 
not  collapsed,  you  may  wait  and  watch  her.  If  she  is  very 
much  collapsed,  you  should  stimulate  her  and  give  a  saline 
injection  before  delivery,  lest  the  shock  of  the  delivery  prove 
fatal,  even  without  any  post-partum  bleeding.  The  treatment 
of  the  external  form  is  comparatively  simple,  but  in  the  con- 
cealed we  have  a  much  more  serious  difficulty  to  face. 

Treatment  of  the  Concealed  or  Internal  Variety. — 
Jellett  says:  "The  only  treatment  which  is  of  any  avail  in 
these  cases  is  the  accouchement  force,  or  Porro's  operation". 
The  former  I  have  tried,  and  I  must  confess  the  results  have 
not  been  encouraging.  Eupturing  the  membranes  has  been 
advocated,  but  this  I  consider  dangerous,  as  the  uterus  is 
paralysed  and  will  not  contract,  so  that  the  escape  of  the 
liquor  amnii  makes  more  room  for  blood  to  be  poured  out. 
If  accouche^nent  fared  is  decided  upon,  the  patient  should  first 
be  freely  stimulated  and  given  a  large  injection  of  saline,  either 
into  the  areolar  tissues  or  directly  into  a  vein.  As  soon  as  the 
child  is  dehvered  the  uterus  should  be  emptied  of  the  placenta 
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and  clots,  and  every  effort  made  to  get  it  to  contract  by  hot 
douches,  ergo  tin  hypodermically,  and  firm  suprapubic  pressure. 
Porro's  operation  I  have  not  tried,  but  it  has  been  done 
with  success.  In  a  hospital  it  could  be  adopted,  but  in  private 
work  I  am  afraid  one  could  hardly  do  it.  If  I  have  another 
case  like  that  of  Mrs.  E.  I  shall  try  it,  after  giving  a  large 
saline  injection. 


CHAPTER  XVII. 

THE  H^.MOERHAGES  OF  THE  LATER  MONTHS  OF  PREG- 
NANCY—UNAVOIDABLE H.^.MORRHAGE  FROM  PLACENTA 
PREVIA. 

Bandl's  Ring  —  Retraction  and  Contraction — Definition  of  Placenta 
Prsevia — Average  of  Occurrence — Time  of  Occurrence  of  the  Hsemor- 
rliage — Source  of  tlie  Haemorrhage — Causes  of  Placenta  Prsevia — 
Signs  and  Symptoms — Diagnosis— Prognosis — Treatment. 

The  next  form  of  hemorrhage  we  shall  consider  is  the  unavoid- 
able, which  arises  from  the  condition  known  as  placenta  praevia. 
In  these  cases  the  whole,  or  part,  of  the  placenta  is  attached  to 
the  lower  uterine  area  or  segment,  or  that  part  of  the  uterine 
cavity  which  lies  below  the  retraction,  or  Bandl's  ring. 

"What  is  the  Retraction  Ring,  and  where  does  it  Lie  ? — 
It  is  a  muscular  ring  which  marks  the  junction  of  the  lowei- 
uterine  segment  with  the  active  part  of  the  uterus.  The  lower 
uterine  segment  is  the  part  which,  during  labour,  becomes 
stretched  and  thinned  out,  or,  in  other  words,  becomes  canalised, 
just  as  the  cervix  and  vagina  do.  It  remains  passive.  In 
the  full  time  uterus,  the  upper  boundary  of  the  lower  uterine 
segment  lies  from  2h  in.  to  Sh  in.  above  the  os  internum.  The 
peritoneum  over  this  segment  is  loosely  attached,  and  becomes 
closely  adherent  just  at  the  position  of  the  ring.  A  large 
circular  vein  is  usually  found  in  the  wall  at  the  ring. 

As  labour  advances,  the  lower  uterine  segment  thins  out  or 
becomes  stretched,  and  the  retraction  ring  rises  higher  and 
higher  in  the  abdomen.  In  ordinarv  cases  the  ring  is  not 
(202) 
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palpable,  but  if  there  be  any  obstruction  to  the  advance  of  the 
presenting  part  it  will  soon  become  apparent  to  the  touch. 
Whenever  the  retraction  ring  can  easily  be  felt,  you  have  an 
indication  that  there  is  danger  of  the  uterus  rupturing. 

The  drawing  (fig.  7)  shows  the  ring  very  markedly.  It 
was  obtained  from  a  case  of  rupture  of  the  uterus  which  was 
brought  into  the  Glasgow  Maternity  Hospital  from  the 
country.  She  died  a  few  minutes  after  admission,  and  we  re- 
moved the  uterus  post-mortem.  The  uterus  with  the  child  in 
siki.  was  hardened  in  formalin,  and  now  that  the  child  has  been 
removed,  and  the  posterior  wall  cut  away,  you  can  see  the  ring 
very  distinctly,  forming  a  ledge  right  round  the  interior.  You 
will  notice  how  this  lower  part  of  the  uterus  below  the  ring  ban 
been  thinned  out.  The  peritoneum  over  it  is  loosely  attached, 
but  firmly  adherent  at  the  ring.  The  rupture,  you  will  observe, 
is  the  exact  shape  of  the  back  of  the  closed  hand.  It  only 
extends  through  the  muscular  layers.  The  loose  peritoneum, 
yDu  will  notice,  has  allowed  of  a  large  quantity  of  blood  being 
poured  out  under  it.  In  fact,  there  was  a  large  hsematoma 
round  the  greater  part  of  the  uterus  and  extending  into  the 
broad  ligament.  The  circular  vein  is  also  apparent.  The 
patient's  pelvis  was  not  contracted,  but  the  child  presented  by 
the  face  with  the  chin  posterior.  It  was  a  very  large  child, 
and  the  face  could  not  enter  the  brim.  Attempts  w^ere  made 
to  deliver  with  forceps,  and,  unfortunately,  when  these  failed, 
version  was  tried.  By  this  time  the  liquor  amnii  had  been 
away  for  some  time,  and  the  lower  uterine  segment  had  be- 
come dangerously  thinned  out,  as  you  can  see.  When  an 
attempt  was  made  to  pass  the  hand  in  to  grasp  a  foot,  incom- 
plete rupture  took  place,  and  a  large  amount  of  blood  was 
poured  out  under  the  peritoneum.  The  woman  collapsed,  and 
by  the  time  she  was  brought  to  us  from  some  distance  in  the 
country  she  was  moribund.  In  passing,  I  may  say  the  proper 
treatment  in  this  case  would  have  been  version  early,  if  it  could 
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not  have  been  converted  into  a  vertex  presentation,  before  tlie 
lower  uterine  segment  had  become  thinned.  Craniotomy 
should  have  been  done  instead  of  an  attempt  at  turning  after 
forceps  failed.  Early  version  would  have  saved  the  mother,  and 
very  probably  the  child  also.  I  shall  refer  to  this  again,  but  in 
passing  I  would  like  to  insist,  that  if  you  fail  to  deUver  with 
forceps  (/.('.,  if  the  instruments  do  not  slip),  never  attempt  to 
turn.  You  will  not  be  likely  to  save  the  child,  and  in  many  cases 
you  will  cause  the  death  of  the  mother  by  rupturing  the  uterus. 
This  statement  refers  to  vertex  as  well  as  face  presentations. 
I  am  well  aware  that  turning,  after  failure  with  forceps,  is  a 
common  practice,  but  I  have  seen  the  terrible  result  of  rupture 
of  the  uterus,  in  more  thaii  one  case  brought  to  the  hospital  in 
a  moribund  condition. 

Retraction  and  Contraction  are  two  terms  which  are  used 
frequently  in  describing  labour.  They  refer  to  what  takes 
place  in  the  muscular  fibres  of  the  uterus.  In  contraction  of  a 
muscle  the  fibres  shorten,  and  when  relaxation  takes  place  they 
return  to  their  original  length  from  the  elastic  reaction.  Ee- 
traction  is  something  more  than  this.  In  relaxation  the  fibres 
do  not  return  to  their  original  length,  but  remain  somewhat 
thickened  and  shortened.  This  is  what  is  known  as  retraction. 
Contraction  is  temporary  and  transient,  but  retraction  is  per- 
manent and  progressive.  The  uterine  wall  above  the  retraction 
ring  contracts  and  retracts  and  becomes  thickened,  while  below 
the  ring  it  thins  out.  In  Caesarian  section  operations  this  is 
sometimes  very  clearly  shown.  The  retraction  ring,  if  cut 
through,  can  be  plainly  seen  ;  the  uterine  wall  above  it  will  be 
quite  thick,  while  below  it  will  he  thin. 

It  is  the  retraction  of  the  uterine  muscular  fibres  which  is 
the  great  factor  in  preventing  haemorrhage.  If  a  uterus  re- 
maias  big  and  flabby  after  the  child  is  born  haemorrhage  will 
come  on,  but  if  it  becomes  firm  and  remains  so,  there  is  no 
risl<.      We  usually  speak  of  it   being  well  contracted  when  it 


2o6  CLINICAL  OBSTETRICS. 

assumes  the  cricket  ball  shape  and  feel,  but  it  would  he  more 
accurate  to  describe  it  as  well  retracted. 

Definition  of  Placenta  Praevia. — -Placenta  prgevia  is  de- 
fined as  the  implantation  of  the  placenta,  in  whole,  or  in  part,  in 
the  lower  uterine  area,  that  is,  in  the  part  of  the  uterine  cavity 
which  lies  below  the  retraction  ring,  or  the  part  which  stretches 
during  labour.  This  part,  as  I  have  already  said,  lies  between 
the  OS  internum  and  about  2i  in.  to  3i  in.  above  it,  and  is 
characterised  by  :  (1)  its  thinness  ;  (2)  the  longitudinal  arrange- 
ment of  the  muscle  fibres  ;  (3)  the  loose  attachment  of  the 
peritoneum ;  (4)  the  presence  of  a  circular  vein  at  its  upper 
limit.  The  placenta  is  never  attached  to  any  part  of  the 
cervical  canal,  but  may  be  entirely  over  the  os  internum.  As 
this  part  of  the  uterus  must  expand  or  stretch  during  canalisa- 
tion of  the  tract,  the  placental  attachment  must  necessarily  be 
torn  through,  and  rupture  of  the  utero-placental  sinuses  occur, 
hence  the  haemorrhage  is  known  as  unavoidable. 

Average  of  Occurrence. — It  is  said  to  occur  about  once 
in  a  thousand  cases,  but  in  my  experience  it  is  much  more 
frequent.  It  is  said  to  be  very  rare  with  twin  pregnancies. 
The  late  Dr.  Angus  Macdonald,  I  beUeve,  put  the  average  with 
twins  as  once  in  44,500  labours,  not  twin  labours  of  course. 
I  have  been  going  through  the  books  of  the  outdoor  depart- 
ment lately  and  have  found  one  case  in  about  twenty-five 
years'  work,  but  curiously  enough  during  the  last  year  there 
have  been  two  cases  in  the  hospital  under  my  care.  I  have 
also  had  one  in  private  within  the  last  few  years.  They  are 
certainly  rare,  but  not  so  rare  as  Macdonald  believed.  Like 
accidental  haemorrhage  the  unavoidable  form  is  much  more 
frequent  in  multiparous  than  primiparous  cases. 

In  the  outdoor  department  of  the  Glasgow  Maternity  Hos- 
pital it  occurred  105  times  in  41,111  labours  (1  in  391),  and 
in  the  indoor  63  times  in  10,179  labours  (1  in  161).  By 
combining  the  two  we  get  168  cases  in  51,290  labours  (1  in 
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305;.  The  estimate  from  the  outdoor  cases  is  pretty  nearly 
correct,  while  that  for  the  indoor  is  too  high,  because  many 
of  the  cases  are  sent  in  by  outside  doctors.  In  the  year  1900 
our  average  in  the  indoor  department  was  about  1  in  50. 

Time  of  Occurrence  of  the  Haemorrhage. — It  usually 
occurs  from  the  sixth  month  onwards.  A  large  number  occur 
(luring  the  seventh  month.  The  patients  do  not  generally  go 
to  full  time.  As  I  have  already  stated  in  a  former  chapter, 
some  cases  of  placenta  praevia  abort  in  the  early  months. 

Varieties. — Two  varieties  are  sometimes  described,  rii., 
first,  complete  or  central;  second,  incomplete  or  partial;  but 
more  frequently  three  varieties  are  given,  viz.,  first,  complete 
or  central,  w^hen  the  placenta  completely  covers  the  os  internum  ; 
second,  partial  or  lateral,  when  the  os  is  approached  or  partly 
covered  by  the  placenta ;  and  third,  marginal,  when  only  the 
margin  of  the  placenta  extends  into  the  lower  uterine  segment. 
This  latter  form  is  probably  more  common  than  is  generally  sup- 
posed. When  slight  haemorrhage  occurs  during  labour,  as  it 
not  infrequently  does,  it  probably  arises  from  the  separation  of 
a  small  portion  of  placenta,  which  has  been  attached  below 
Bandl's  ring.  The  incomplete  or  partial  of  the  first  classi- 
fication includes  the  partial  and  marginal  of  the  second. 

Source  of  the  Haemorrhage. — The  main  source  is  from 
the  utero-placental  sinuses,  but  a  little  comes  from  the  placenta 
when  a  cotyledon  is  partially  torn,  and  some  from  Meckel's 
sinus.  The  main  blood  supply  to  the  sinuses  is  from  a  branch 
of  the  uterine  artery,  which  passes  downwards  through  the 
uterine  wall  to  the  curling  arteries,  which  pass  to  the  decidua 
and  open  into  the  sinuses.  The  blood  is  carried  back  by  veins 
into  venous  sinuses  in  the  uterine  wall.  There  is  thus  a  very 
free  blood  supply.  Where  the  arteries  and  veins  pass  through 
the  spongy  layer  of  the  mucosa  they  are  thin  walled  and  easily 
torn.  In  an  ordinary  case  of  labour,  when  separation  occurs 
during  the  third  stage,  there  is  very  little   bleeding,  because  of 
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the  retraction  of  the  uterine  muscular  fibres  compressing  the 
branches  of  the  arteries  and  veins,  and  practically  closing  them 
up ;  but  in  a  case  of  placenta  praevia  there  is  no  retraction  of 
the  lower  uterine  segment  to  do  this,  therefore  the  bleeding  is 
profuse. 

The  actual  cause  of  the  separation  of  the  placenta  is  the 
increase  in  area  of  the  lower  uterine  segment.  In  full  dilata- 
tion, this  area  increases  over  two  and  a  half  times,  but  a  very 
much  less  increase  is  sufficient  to  cause  detachment.  The 
placenta  cannot  expand  to  keep  pace,  as  it  were,  with  the 
expansion  of  its  site,  so  the  attachment  must  be  torn  through. 
In  some  cases  you  have  haemorrhage  occurring  before  dilata- 
tion can  be  detected.  These  are  really  cases  of  accidental 
haemorrhage  in  a  case  of  placenta  praevia.  You  can  easily 
understand  how  any  of  the  causes  I  have  already  given  you 
of  accidental  haemorrhage  with  a  normally  attached  placenta 
would  be  much  more  potent,  if  the  placenta  were  situated  in 
the  lovrer  uterine  area. 

Causes  of  Placenta  Prsevia. — It  arises  from  a  low  implan- 
tation of  the  ovum.  Some  observers  maintain  that  it  is  due 
to  the  placenta  developing  over  part  of  the  decidua  reflexa. 
Webster  has  published  drawings  of  a  case  which  proves  this. 
In  many  cases  there  has  been  antecedent  uterine  disease.  I 
have  seen  two  where  endometritis  had  been  present  before  im- 
pregnation. In  such  cases  the  uterine  cavity  is  enlarged,  and 
this  would  allow  of  the  ovum  slipping  down  to  the  lower  part. 
This  would  also  account  for  the  greater  frequency  among  multi- 
paras, and  for  the  fact  that  when  it  does  occur  in  a  primiparous 
woman  she  is  usually  an  elderly  one. 

Signs  and  Symptoms. — The  chief  sign  is  haemorrhage,  the 
onset  of  which  is  sudden,  without  any  apparent  cause,  as  a  rule. 
It  frequently  occurs  when  the  patient  is  in  bed.  The  first  attack 
may  be  slight,  ceasing  in  a  Httle,  to  recm-  in  some  hours,  or  days, 
or  even  weeks  later.      On  the  other  hand,  it  mav  be  verv  severe 
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and  persistent.  At  first,  as  a  rule,  no  pain  will  be  felt,  but 
after  a  time  contractions  will  set  in.  You  will  find  it  stated 
that  the  haemorrhage  occurs  during  the  pains,  as  the  placental 
attachment  is  then  being  torn  through  and  the  sinuses  opened 
into.  As  a  matter  of  fact,  the  contractions  of  the  uterus  tend 
to  lessen  the  blood  supply  for  the  time  being,  by  compressing 
the  uterine  arteries  ;  but  they  also  tend  to  press  out  the  blood 
which  has  akeady  escaped.  In  the  lateral  and  marginal  variety 
the  contractions,  by  driving  the  presenting  parts  down,  compress 
the  placenta  and  stop  the  haemorrhage,  just  as  a  plug  does.  In 
my  last  chapter,  I  pointed  out  that  the  occurrence  of  haemorrhage 
during  the  pains  was  no  indication  that  it  was  a  case  of  placenta 
praevia,  and  not  one  of  accidental  haemorrhage. 

If  the  ha?moiThage  is  great,  the  patient  will  show  signs  and 
■symptoms  of  collapse,  viz.,  pallor,  weak  and  rapid  pulse,  rest- 
lessness, ringing  in  the  ears,  faintness,  etc. 

A  vaginal  examination  may  not  reveal  much.  The  os  may 
be  completely  closed  and  the  presenting  part  not  felt,  as  mal- 
presentations  are  very  common,  both  from  the  case  being 
premature,  as  a  rule,  and  from  the  altered  shape  of  the  uterine 
cavity.  You  may  be  able  to  make  out  a  thickened  boggy  feel- 
ing in  the  fornices.  In  most  cases,  however,  the  os  will  be 
sufficiently  open  to  allow  a  finger  to  pass,  and  the  placenta  to 
be  felt.  This  can  easily  be  done  in  the  central  and  lateral 
variety,  but  in  the  marginal,  you  will  have  to  pass  your  finger 
well  in  and  sweep  it  round.  The  placenta  feels  rougher  than  a 
blood  clot,  and  cannot  be  broken  down  easily. 

Diagnosis. — In  a  case  of  sudden  haemorrhage,  from  the  sixth 
month  onwards  to  full  time,  it  must  either  be  due  to  accidental 
hicmorrhage  or  placenta  praevia,  except  in  rare  cases  of  injury 
to  the  vagina  or  cervix,  or  cancer  of  the  cervix.  The  history 
of  the  onset  will  not  help  you  much.  You  will  have  to  depend 
on  an  examination.  If  the  cervix  will  admit  your  finger,  as  it 
usually  will,  and  you  feel  the  placenta,  it  is  a  case  of  placenta 
14 
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praevia.  If  you  cannot  reach  the  placenta  by  sweeping  your 
finger  round  the  lower  uterine  area,  it  will  be  a  case  of  acci- 
dental haemorrhage.  If  you  cannot  get  your  finger  in,  you 
cannot  be  absolutely  sure.  A  boggy,  thickened  feeling  in  one 
or  other  fornix  will  strongly  point  to  placenta  praevia,  but  this 
is  not  to  be  relied  upon.  Some  men  profess  to  be  able  to 
diagnose  placenta  praevia  by  abdominal  palpation  alone. 
Frankly  speaking,  I  may  say,  I  have  never  been  able  to  do 
so,  and  am  afraid  I  never  shall. 

Prognosis. — It  is  a  dangerous  condition,  especially  for  the 
chM.  The  central  variety  is  the  most  dangerous,  the  lateral 
less,  and  the  marginal  least.  Of  the  168  cases  already  referred 
to  37  died,  giving  a  mortality  of  22  per  cent.  This  is  a 
lower  mortaUty  than  is  given  in  many  text-books.  It  includes 
cases  treated  between  1869  and  1898  inclusive.  In  the  in- 
door department,  between  the  years  1889  and  1898  inclusive, 
of  the  45  cases  treated  6  died,  giving  a  mortality  of  a  httle 
over  13  per  cent.  This  shows  a  considerable  improvement,  and 
it  must  be  borne  in  mind  that  a  large  number  of  these  cases 
come  to  the  hospital  after  they  have  lost  a  great  deal  of  blood. 
As  a  matter  of  fact  some  of  them  were  moribund.  Of  150 
cases  collected  from  the  hospital  records,  going  back  for 
twenty-five  years,  and  those  I  have  had  in  private,  40  were 
complete,  and  110  partial,  i.e.,  lateral  and  marginal.  Of  the 
40  complete  7  died,  equal  to  a  percentage  of  17 1.  Of  the 
110  partial  13  died,  or  11"8  per  cent.  The  average  over  all 
was  185  per  cent.  In  looking  more  fully  into  the  cases,  how- 
ever, it  is  seen  that  of  the  50  treated  from  twenty-five  to 
fifteen  years  ago  28  per  cent,  died,  while  the  remaining  100 
cases,  which  include  my  private  ones  and  were  treated  within 
recent  years,  give  a  percentage  of  6.  Even  better  results  than 
this  should  be  got,  if  you  get  the  cases  early,  and  treat  them 
properly. 

The  prognosis  for  the  child  is  very  grave.     In  the  series  of 
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150  cases  referred  to  there  were  3  cases  of  twins,  and  of  the 
153  children  91  were  born  dead,  while  a  good  many  of  those 
born  alive  only  survived  a  short  time.  Fully  60  per  cent,  of  the 
children  are  usually  lost  at  the  time  of  labour,  while  some  of 
them  are  too  premature  to  hve  any  length  of  time. 

Treatment. — Palliative  treatment  should  be  tried  when  the 
haemorrhage  is  slight,  more  especially  if  it  is  before  the  child  is 
viable.  You  may  be  able  to  tide  the  patient  over  for  a  time 
until  the  child  has  sufficiently  developed  to  be  viable.  Should 
the  ha3morrhage  recur,  active  treatment  should  be  adopted  in 
the  interest  of  the  mother.  Remember  that  the  mother's 
interest  is  paramount. 

PaUiative  treatment  consists  in  keeping  the  patient  at  absolute 
rest  in  bed,  under  an  opiate,  if  necessary.  The  bowels  should 
be  gently  moved,  and  the  diet  carefully  regulated.  Haemostatic 
drugs,  locally  or  internally,  are  of  no  use.  In  hospital,  one 
has  a  chance  of  keeping  the  patient  going  for  a  little  without 
much  risk,  as  she  is  continually  under  observation,  and,  if  the 
haemorrhage  recurs,   measures  can  be  taken  at  once. 

With  private  patients  you  must  impress  upon  their  friends 
the  importance  of  sending  for  you  at  once,  if  there  is  any 
bleeding.  I  know  of  one  case  where,  in  spite  of  the  strictest 
warning,  a  patient  was  allowed  to  bleed  for  several  hours  liefore 
assistance  was  sent  for.  Her  life  was  lost,  as  she  was  mori- 
bund when  we  reached  her.  Women  are  so  accustomed  to 
losing  large  quantities  of  blood  at  stated  periods  that  they 
are  not  easily  alarmed,  so  you  must  make  it  plain  that  you 
are  to  be  called  immediately,  if  the  bleeding  recurs. 

If  the  bleeding  has  recurred,  or  if  the  first  attack  is  a  severe 
one,  active  measures  must  be  adopted.  What  we  wish  to 
accomplish  is:  (1)  to  check  the  haemorrhage;  (2)  to  dilate  the 
cervix  ;  (3)  to  deliver  the  child.  We  shall  first  consider  cases 
where  the  cervix  is  not  dilated.  The  best  thing  to  do  then 
is  to  plug  the  vagina  thoroughly,  pushing  a  little  of  the  gauze 
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into  the  cervix,  if  it  will  admit  it.  This  must  of  com-se  be  done 
with  aseptic  precautions.  Iodoform  gauze  or  a  kite-tailed  plug 
may  be  used.  The  pressure  exerted  by  the  plug  stops  the 
bleeding,  while  at  the  same  time  uterine  contractions  are  set 
up,  and  dilatation  of  the  cervix  caused.  If  the  plug  is  properly 
inserted,  there  should  be  no  bleeding.  The  patient  must  be 
watched.  In  six  or  eight  hours  the  plug  should  be  removed, 
and  if  the  cervix  is  sufficiently  dilated  to  admit  two  fingers, 
bipolar  version  should  be  done,  if  it  is  a  vertex  or  transverse 
presentation,  and  a  leg  brought  down.  If  the  cervix  is  not 
dilated,  insert  another  plug  and  wait.  When  the  leg  is  once 
got  down,  the  breech  is  gently  drawn  into  the  cervical  canal, 
and  it  acts  as  the  best  possible  plug  and  dilator.  Wait  until 
uterine  action  expels  the  breech.  Massaging  the  uterus  through 
the  abdominal  wall  will  assist  this.  Turning  partially  empties 
the  uterus  and  allows  of  retraction  taking  place,  so  that  the 
uterine  arteries  are  partially  closed  and  the  bleeding  lessened 
in  that  way.  When  the  body  is  expelled,  beware  of  delivering 
the  head  too  quickly.  If  the  cervix  grasps  the  neck,  wait. 
The  child  will  probably  be  sacrificed,  but  at  the  best  its  chances 
are  small,  so  that  no  risk  to  the  mother  should  be  ran  for 
the  sake  of  a  weakly,  premature  child.  If  you  drag  the  head 
through  and  tear  the  cervix,  you  will  probably  lose  the  mother 
from  uncontrollable  haemorrhage.  A  torn  cervix  is  a  dangerous 
complication  in  an  ordinary  labour,  but  with  placenta  2Ji'<^^'ifi 
it  is  much  more  so.  As  soon  as  the  child  is  born  the  uterus 
must  he  firmly  kneaded.  The  placenta  will  usually  be  quickly 
expelled,  but  if  it  does  not  come  away  and  there  is  bleeding 
going  on,  introduce  your  hand  and  remove  it.  A  hypodermic 
injection  of  ergotin  should  be  given  at  once.  A  hot  douche  is 
usually  given,  but  its  action  in  these  cases  is  not  so  beneficial 
as  in  0Yd.ma.vy  2^ost-parti(m  haemorrhage.  The  placental  sinuses 
are  in  the  lower  uterine  segment,  which  at  first  lies  more 
or  less  open  in  the  top  of  the  vagina  until  the  cervix  regains 
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tone  and  contracts,  and  the  stream  of  fluid  may  very  easily 
wash  the  clots  out  of  the  mouths  of  the  vessels.  I  have  seen 
this  occur  more  than  once.  If  suprarenal  extract  is  added  to 
the  douche  the  styptic  action  will  obviate  this  risk.  If  the 
(louche  does  not  quickly  check  the  bleeding,  at  once,  introduce 
your  hand  into  the  vagina,  and  firmly  compress  the  uterus  and 
cervix  between  it  and  the  other  hand  over  the  abdomen.  This 
can  only  be  used  as  a  temporary  expedient.  If  you  feel  that 
the  cervix  is  torn,  it  should  be  stitched  in  the  way  described 
on  page  457.  If  you  cannot  stitch  it,  or  if  it  is  not  torn,  the 
uterine   cavity,  cervix  and   vagina  should  be  firmly  plugged. 

In  cases  where  the  bleeding  is  severe  and  the  cervix  dilated 
sufficiently  to  allow  of  l^ipolar  version,  do  it  at  once  without 
resorting  to  the  vaginal  plug.  If  you  cannot  manage  to  do 
bipolar,  do  podalic  version,  dilating  the  cervix  by  means  of 
bags,  or  manually,  until  the  hand  will  pass.  Deliver  with  the 
precautions  I  have  just  indicated. 

For  artificial  dilatation  Barnes'  or  Champetier  de  Eibes'  bags 
are  very  useful,  and  they  may  be  used  instead  of  the  vaginal 
plug.  Where  the  membranes  have  been  ruptured,  Champetier 
de  Ribes'  bag  is  very  useful.  If  the  vertex  presents,  forceps 
should  be  used,  as  turning  will  probably  be  no  longer  possible. 

In  cases  W'here  the  cervix  is  fully  dilated  and  the  head 
presents,  you  may  use  forceps  instead  of  turning. 

Rupturing  the  membranes  has  been  advocated,  but  it  is 
not  a  good  method,  except  in  the  marginal  variety,  when  it 
may  suflfice,  if  the  os  is  partially  dilated.  In  such  a  case  the 
bleeding  will  be  checked  by  the  presenting  part  being  jammed 
down,  but  dilatation  will  be  slow  and  subsequent  podalic 
version  rendered  difficult  or  impossible,  while  bipolar  version 
will  be  out  of  the  question. 

The  treatment  of  the  central  variety  does  not  ditfer  from 
that  of  the  others,  except  that  in  turning  by  the  bipolar  method 
the   foot  must    be    brought   down  through   the  centre   of   the 
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placenta,  and  in  doing  podalic  version  the  hand  must  be 
through  the  centre  of  the  placenta,  if  it  cannot  be  got  round 
the  edge  of  it. 

Sir  James  Y.  Simpson  advocated  stripping  off  the  placenta 
completely.  Barnes  advocates  stripping  off  the  praevial  portion. 
This  tends  to  favour  dilatation  and  checks  the  bleeding,  but  it 
lessens  the  child's  chances.     It  is  useful  in  some  cases. 

In  any  case,  if  the  patient  is  very  much  collapsed,  give  her  a 
saline  injection  before  or  after  delivery  and  stimulate  her  freely. 
In  all  cases  be  prepared  to  deal  with  post-partum  haemorrhage. 

In  recent  years  Caesarian  section,  Porro's  operation,  or  total 
extirpation  of  the  uterus  has  been  advocated.  In  this  country 
the  late  Lawson  Tait  was  the  first  to  strongly  advocate  this 
method.  He  did  a  Porro  and  saved  both  mother  and  child. 
Tait  was  undoubtedly  a  brilliant  operating  surgeon,  but  the  men 
who  have  to  treat  cases  of  placenta  praevia  are  unfortunately 
not  all  Taits.  In  reporting  his  case,  he  stated  that  the  death 
rate  from  placenta  praevia  treated  in  the  ordinary  way  was 
50  per  cent.  If  that  was  his  experience,  it  was  high  time  to 
adopt  some  other  method. 

In  the  American  GyncBcoloylcdl  and  Obstetrical  Journal  for 
October,  1901,  E.  Gustav  Zinke,  M.D.,  Professor  of  Obstetrics 
and  Clinical  Midwifery  in  the  Medical  College  of  Ohio,  strongly 
advocates  the  proceeding,  and  in  support  of  his  opinions  quotes 
all  the  cases  which  have  been  reported  up  to  the  present.  Of 
the  eight  cases  six  were  subjected  to  Caesarian  section  and  two 
to  Porro's  operation.  Of  these  five  mothers  were  saved  and 
six  children.  Of  the  three  mothers  lost  he  maintains  that  two 
of  them  were  hopeless  when  operated  upon,  and  therefore 
should  not  be  counted.  Even  allowing  this,  I  fail  to  see  that 
17  per  cent,  can  be  favourably  compared  with  what  is  the  true 
death  rate,  riz.,  about  5  per  cent.  I  am  perfectly  willing  to 
admit  that  more  children  will  be  saved  by  the  operation,  but 
this  is  the  only  thing  that  can  be  said  in  its  favour.     As  the 
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vast  majority  of  the  children  are  premature  their  chances  of 
surviving  are  at  the  best  not  very  brilUant,  and  for  the  sake  of 
the  child  the  mother  should  not  be  subjected  to  any  extra  risk. 
In  the  hands  of  brilHant  operators  like  the  late  Lawson  Tait 
the  results  would  no  doubt  be  good,  but  I  do  not  think  they 
would  ever  be  as  good  as  can  be  got  by  proper  treatment  in  the 
ordinary  way,  and  it  must  be  borne  in  mind  that  the  men  who 
have  to  treat  these  cases  are  not  usually  accustomed  to 
doing  abdominal  sections.  I  therefore  have  no  hesitation  in 
condemning  the  operation. 


CHAPTEE  XVIII. 
POST-PARTUM  H/EMORRHAGK. 

Source  of  the  Haemorrhage — Causes  of  the  Atonic  Variety — Varieties — 
Primary  and  Secondary — Diagnosis — Prognosis — Treatment — How  to 
Give  an  Intra-uterine  Douche — Method  of  Plugging  the  Uterus — 
Method  of  Giving  a  Saline  Injection  —  Traumatic  Post-partum 
Hemorrhage. 

Haemorrhages  of  the  Puerperium — Secondary  Post-partum  Haemorrhage 
— Cases — Hsematoma — Deciduoma  Malignum. 

As  the  name  implies  this  form  of  haemorrhage  occurs  after  the 
birth  of  the  child.  The  placenta  may  or  may  not  have  been 
expelled.  When  the  placenta  is  still  in  the  uterus  it  will 
usually  be  found  to  be  partly  adherent. 

Source  of  the  Haemorrhage. — It  is  usually  from  the  pla- 
cental site,  but  occasionally  from  a  lacerated  cervix  or  vagina. 

Nature's  method  of  checking  haemorrhage  after  the  child  is 
born  is  by  the  contraction  and  retraction  of  the  uterine  muscle. 
If  you  place  your  hand  on  the  abdomen  in  an  ordinary  case 
dm'ing  or  after  the  third  stage,  you  will  feel  the  uterus  harden 
during  a  pain,  but  in  a  short  time  you  will  distinctly  feel  it 
soften  under  your  hand  when  the  pain  has  passed  off.  In  an 
ordinary  case  practically  no  bleeding  will  occur  during  the 
relaxed  condition.  This  is  due  to  the  retraction  of  the  muscle 
fibres  closing  the  vessels,  and  also  to  the  clotting  in  the  mouths 
of  them.  In  the  great  majority  of  cases  the  hsemorrhage  is  due 
to  a  want  of  contraction,  and  especially  of  retraction  of  the 
uterine  muscular  fibres.  This  may  be  known  as  the  atonic 
(216)  ^ 
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form,  while  iu  those  cases  where  it  comes  from  a  laceration  it 
may  be  known  as  traumatic.  In  the  latter  form  contraction 
and  retraction  will  not  check  it. 

Causes  of  the  Atonic  Variety. — 1.  The  commonest  cause 
of  all  is  uterine  inertia,  which  may  arise  {a)  from  the  exhaustion 
of  a  too  prolonged  labour  ;  {b)  from  previous  overdistention  by 
a  multiple  pregnancy,  hydramnios,  etc.  ;  (c)  from  frequent 
pregnancies  closely  following  each  other  ;  {d)  from  a  weak  state 
from  serious  constitutional  disease  ;  (e)  from  too  rapid  delivery. 

2.  Large  placental  site  in  cases  of  twins  or  triplets,  and  in 
such  cases  the  overdistention  is  another  factor. 

3.  Retention  of  clots  or  pieces  of  placenta  or  membranes, 
•i.  Partially  adherent  placentae. 

5.  Previous  haemorrhage  in  cases  of  placenta  praevia  or 
accidental  haemorrhage. 

6.  Haemorrhagic  diathesis  as  from  haemophilia,  purpura 
haemorrhagica,  anaemia,  etc.  Measles  is  said  to  predispose 
to  this. 

7.  Diseases  of  the  uterine  walls,  such  as  fibroids,  etc. 
Varieties — -Primary  and  Secondary. — The  primary  occurs 

within  an  hour  or  so  of  deHvery,  while  the  secondary  may 
occur  any  time  later  during  the  puerperiuni.  The  primary 
may  be  subdivided  into  external  and  concealed.  The  latter 
is  rare. 

Signs  and  Symptoms. — The  patient's  pulse  becomes  very  quick 
and  feeble,  and  she  collapses  and  may  faint.  The  uterus  wall 
be  felt  to  be  flabby,  and  there  will  usually  be  a  great  gush 
of  blood  from  the  vagina.  In  a  few  cases  the  external  loss 
is  trifling.  The  uterus  will  then  be  felt  to  be  much  larger  than 
it  should  l)e.  The  patient  will  show  all  the  signs  of  collapse. 
In  any  case  shortly  after  or  during  the  third  stage  of  labour, 
if  the  pulse  suddenly  becomes  very  quick,  at  once  examine 
to  see  if  there  is  any  indication  of  haemorrhage  externally  or 
concealed. 
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Diagnosis. — A  quickened  pulse,  indications  of  collapse,  a 
flabby  uterus,  and,  usually,  a  great  gush  of  blood,  make  the 
diagnosis  easy. 

Prognosis. — It  is  a  very  grave  condition,  but  with  prompt 
and  proper  treatment  the  majority  should  be  saved. 

Treatment.  Prophylactic. — If  a  patient  has  in  former  labours 
suffered  from  inertia  uteri  and  haemorrhage,  for  the  last  few 
weeks  of  pregnancy  she  should  take  small  doses  of  ergot, 
strychnine  and  iron.  This  will  tone  up  the  uterine  muscle, 
and  probably  prevent  post-partum  haemorrhage. 

In  no  case  should  labour  be  allowed  to  drag  on  indefinitely 
until  the  uterine  muscle  is  thoroughly  worn  out.  Timely  and 
proper  use  of  the  forceps  is  one  of  the  best  preventatives  we 
have.  If  in  the  second  stage  the  uterine  pains  are  lessening, 
do  not  wait,  but  put  on  forceps.  Always  deliver  slowly  and 
keep  the  uterus  firmly  pressed  down  against  the  body  as  it  is 
expelled.  Keep  your  hand  on  the  uterus,  and  keep  up  gentle 
friction  so  as  to  stimulate  its  contractions.  Never  be  in  a 
hmTy  to  express  the  placenta  from  the  uterus  unless  there  is  a 
reason  for  doing  so,  but  as  soon  as  it  slips  into  the  vagina  expel 
it.  Forcible  expression  of  the  placenta  immediately  after  the 
child  is  born  is  bad  practice.  This  is  not  Nature's  method. 
After  the  placenta  is  expelled  the  hand  should  be  kept  on  the 
uterus  for  some  minutes  until  it  is  firmly  retracted.  If  the 
third  stage  is  properly  conducted,  post-partum  haemorrhage  can 
be  largely  prevented. 

In  cases  where  the  haemorrhage  comes  on  before  the  placenta 
is  expelled,  try  at  once  to  express  it  by  Crede's  method  after 
firmly  kneading  the  uterus.  If  you  cannot  manage  this  do 
not  wait,  but  introduce  yom'  hand  and  remove  the  placenta 
and  clots.  Peel  the  placenta  off,  if  it  is  adherent,  and  make 
sm-e  you  get  it  and  the  membranes  completely  away.  Knead 
the  uterus  down  firmly  on  yoiir  closed  hand,  retained  in  the 
cavity,  or  compress  the  uterus  firmly  between  one  hand  in  the 
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vagina  and  the  other  over  the  abdomen.  This  latter  method 
is  especially  useful  in  cases  follov^ing  placenta  praevia,  as  it 
firmly  compresses  the  lower  uterine  segment,  from  which  the 
bleeding  is  coming.  A  hot  intra-uterine  douche  (120"  F.) 
should  then  be  given  and  ergotin  hypodermically.  Ergot  by 
the  mouth  does  not  act  quickly  enough,  but  it  is  of  use  for 
keeping  up  the  contractions  later  on.  Active  compression  and 
friction  must  be  kept  up  all  the  time  until  the  uterus  gets 
firmly  retracted.  After  an  hour  or  so  a  firm  binder  may  be 
put  on,  but,  if  there  is  any  indication  of  relaxation,  do  not  trust 
to  anything  except  your  hand. 

Injections  of  cold  water  were  formerly  used,  or  pieces  of  ice 
placed  in  the  uterus.     The  hot  water  is  much  better,  but  it 


8. — Webster's  iutra-uterine  glass  uozzle. 


must  be  used  at  120°  F. — that  is,  just  as  hot  as  you  can  bear 
your  hand  in.  It  is  comforting  to  the  patient,  and  does  not 
cause  any  shock  as  cold  would  be  apt  to  do. 

How  to  give  an  Intra-uterine  Douche. — A  continuous 
flow  should  be  used  ;  not  an  intermittent  one,  as  from  a 
Higginson's  syringe.  There  are  various  forms  of  douche  cans 
— metal,  glass,  and  rubber.  In  hospital  a  large  glass  one, 
which  will  hold  one  or  two  gallons,  is  the  most  useful.  The 
handiest  form,  I  find  for  private  work,  is  a  rubber  bag  one  with 
a  valve  at  the  top.  When  full,  it  can  be  allowed  to  lie  on  its 
side  without  any  fluid  running  out.  It  holds  5  pints,  or  100 
oz.,  so  that  1  oz.  of  lysol  or  creolin  added  makes  a  1  per 
cent,  solution.  The  best  form  of  nozzle  to  use  is  a  long  curv^ed 
grooved  glass  one  (fig.  8).     It  gives  a  good  flow,  and  insures 
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the  return  of  the  lluid.  This  form  can  very  eaaily  be  intro- 
duced into  the  uterine  cavity  without  passing  the  fingers  into 
the  vagina.  This  is  of  importance,  as  the  risk  of  carrying  in 
septic  material  is  thus  lessened.  Bozeman's  double  nozzle 
does  not  give  nearly  so  good  a  flow,  and  it  cannot  be  used  witli 
corrosive  without  blackening  it.  I  strongly  recommend  the 
glass  one.  It  is  very  cheap,  can  be  made  absolutely  sterile 
by  boiling,  there  are  no  joints,  etc.,  in  it  to  conceal  dirt.  It 
is  not  easily  broken.  If  a  short  piece  of  rubber  tul^ing  is 
attached  to  the  nozzle,  it  can  he  l^oiled  along  with  it  before 
using,  so  that  the  part  which  is  grasped  is  aseptic. 

There  are  two  positions  in  which  a  patient  can  be  douched — 
on  her  left  side  or  on  her  back.  The  latter  is  by  far  the  better. 
Her  hips  should  be  well  over  the  edge  of  the  bed,  so  that  the 
fluid  will  run  off  the  mackintosh  into  a  bath.  If  you  have  no 
assistance,  you  can  place  two  chairs  for  her  to  rest  her  feet  on 
their  backs  ;  or,  if  she  has  stockings  on,  get  her  to  grasp  the 
top  of  each,  and  hold  the  legs  up  herself.  This  gives  her 
something  to  do,  and  will  keep  her  attention  away  from  what 
you  are  doing.  The  external  parts  should  first  be  cleansed, 
and  then  the  vagina  douched  out,  before  the  nozzle  is  passed  on 
into  the  uterus.  Always  use  plenty  of  fluid.  If  you  are  using 
corrosive  sublimate,  end  up  with  boiled  water,  to  wash  out 
as  much  of  the  albuminate  of  mercury  as  possible.  Immedi- 
ately after  labour,  when  a  douche  is  necessary,  there  is  nothing 
better  than  boiled  water,  provided  the  labour  has  been  con- 
ducted on  aseptic  principles.  An  intra-uterine  douche  must 
be  looked  upon  in  the  light  of  an  operation,  which  must  be 
done  with  the  utmost  care.  A  nurse  should  never  be  allowed 
to  give  it. 

To  return  to  the  consideration  of  haemorrhage.  If  it  should 
continue  in  spite  of  douching,  etc.,  there  are  two  other  methods 
which  may  be  adopted,  viz.,  the  injection  of  a  styptic  and 
plugging.     The   use   of  perchloride   of   iron   as   a  styptic  was 
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sfcrongly  advocated  by  Barnes.  He  recommended  the  injec- 
tion of  a  few  ounces  of  liq.  ferri  perchlor.  (B.P.)  into  the 
uterine  cavity  after  clearing  all  the  clots  out.  The  strong- 
liquor  may  be  used  by  adding  enough  to  water  to  make  a 
sherry-coloured  fluid.  Besides  its  astringent  action  it  irritates 
the  uterine  muscle  and  causes  contractions.  There  is  no  doubt 
of  its  powerful  haemostatic  action,  but  it  has  the  great  draw- 
back that  it  causes  a  certain  amount  of  superficial  necrosis,  and 
this  necrosed  tissue  has  to  separate  and  come  away.  Necrosed 
tissue  lying  in  the  uterus  is  always  a  source  of  danger  to  a 
woman,  and  markedly  so  to  one  who  has  had  a  severe  haemor- 
rhage. The  danger  of  septic  absorption  after  haemorrhage  is 
very  great.  If  iron  is  used  the  uterus  should  be  thoroughly 
douched  out  next  day.  Fortunately  we  now  possess  a  drug 
which  has  quite  as  powerful  a  haemostatic  action  as  iron,  and 
it  has  the  great  advantage  of  not  causing  necrosis  of  the  tissues. 
I  mean  suprarenal  extract.  I  have  used  it  in  the  tabloid  form. 
A  drachm  of  the  crushed  tabloids  is  boiled  for  three  minutes  and 
sufficient  sterilised  water  added  to  form  2  pints.  The  uterus 
is  then  douched  out  with  this.  The  liquid  preparations  could 
be  used  in  the  same  way,  and,  as  they  are  sterile,  boiling  would 
not  be  necessary.  I  do  not  recommend  the  use  of  iron,  and  if 
you  should  not  have  suprarenal  extract  at  hand,  or  if  it  should 
fail,  plugging  should  be  resorted  to.  Iodoform  gauze  makes 
the  best  plug,  but  lint,  bandages,  or  strips  of  rag  may  be  used, 
provided  the  material  is  aseptic.  This  can  be  ensured  by 
boiling.  A  speculum,  forceps  to  grasp  and  steady  the  cervix, 
and  a  pair  of  uterine  forceps,  facihtate  the  plugging ;  but  if  they 
are  not  at  hand  you  can  do  without  them,  only  you  must  have 
something  with  which  to  pack  the  material  into  the  uterus. 
The  douche  nozzle,  long  silver  catheter,  or  a  sound  will  do. 
Long  strips  of  the  material  must  be  pushed  right  up  to  the  fundus 
until  the  cavity  is  packed.  Always  leave  the  end  of  the  strip 
in  the  vagina.      After  the  uterine  ^cavity  is  full,  plug  the  vagina 
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firmly,  then  put  on  a  firm  binder.  The  pkig  should  be  removed 
iu  twelve  hours  or  so  and  the  uterus  thoroughly  washed  out 
with  an  antiseptic.  The  mouths  of  the  vessels  will  be  sealed 
up  by  that  time.  The  three  following  cases  may  be  taken  as 
illustrative.  The  first  case  was  one  of  post-partum  haemorrhage 
after  accidental  hicmorrhage.  In  spite  of  a  copious  hot  douche, 
ergotin  hypodermically,  and  friction  over  the  uterus,  there  was 
considerable  oozing.  I  plugged  the  cavity  of  the  uterus  and 
the  vaguia  firmly  with  aseptic  lint,  and  on  removing  it  twelve 
hours  later  there  was  no  bleeding.  She  made  an  uninterrupted 
recovery.  The  second  case  was  one  of  post-partum  hasmor- 
rhage  after  a  very  difficult  delivery  through  a  contracted  pelvis. 
She  was  pulseless,  and  required  an  injection  of  3  pints  of 
saline  fluid,  but  the  plug  completely  checked  the  haemorrhage. 
In  the  third  case,  after  accidental  haemorrhage,  it  did  not  do 
so  well,  as  I  had  not  sufficient  material  to  fill  the  uterine 
cavity  completely.  There  w^as  considerable  loss  a  few  hours 
later,  and  a  saline  injection  had  to  be  resorted  to.  The  plugging 
failed,  because  it  had  not  been  done  thoroughly.  The  patient, 
however,  made  a  good  recovery. 

If  the  patient  has  lost  much  blood,  she  will  be  in  a  collapsed 
condition,  and  this  must  be  seen  to  at  once.  When  much  blood 
is  suddenly  lost  from  any  cause,  the  vessels  do  not  have  time  to 
contract  to  accommodate  themselves  to  the  new  conditions  of 
things,  and  the  remaining  blood  tends  to  stagnate,  as  it  were, 
in  the  large  dependent  veins.  It  is  not  properly  returned  to 
the  heart,  and  the  brain  suffers  from  anaemia.  The  heart 
becomes  affected,  because  it  has  not  sufficient  fluid  to  contract 
on.  We  have  then  to  stimulate  the  heart,  get  as  much  blood 
sent  to  the  brain  as  possible,  and  increase  the  volume  of  fluid 
in  the  vessels. 

To  stimulate  the  heart,  hypodermic  injections  of  strychnine, 
ether,  or  brandy  should  be  given,  and  hot  fomentations  applied 
over  the  pericardium.      A  rectal  injection  of  whisky  and  water. 
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2  oz.  of  each,  is  very  useful.  It  seems  to  cause  uterine  con- 
tractions, and  is  thus  useful  in  two  ways.  The  anaemia  of 
the  brain  can  be  reheved  by  lowering  the  patient's  head  and 
raising  the  foot  of  the  bed.  Bandaging  the  legs  and  arms  is 
also  useful.  If  the  patient  can  retain  fluids  she  should  be  given 
stimulant  by  the  mouth  frequently.  Copious  warm  drinks  of 
tea,  milk,  beef- tea,  etc.,  are  all  useful.  Her  warmth  should  be 
kept  up  by  means  of  hot- water  bottles. 

The  best  method  of  increasing  the  amount  of  fluid  in  the 
vessels  is  by  the  injection  of  a  saline  solution  (1  dr.  of 
common  salt  to  a  pint  of  sterilised  water  at  the  temperature 
of  100° F.).  This  may  be  done  into  the  rectum,  under  the  skin 
into  the  cellular  tissues,  or  directly  into  a  vein.  The  rectal 
injection  is  the  simplest  and  easiest,  and  is  very  useful,  if  the 
case  is  not  very  urgent.  The  absorption  is  slow,  and  often  the 
rectum  will  not  retain  the  fluid.  I  have  tried  all  three,  and 
from  experience  can  unhesitatingly  say  that  the  intercellular 
method  is  the  best  of  all. 

Method  of  giving  a  Saline  Injection. — The  apparatus 
made  for  me  by  Messrs.  Gardner  &  Sons  consists  of  an  aspira- 
tor trocar  and  canula,  several  feet  of  rubber  tubing,  and  a  2  oz. 
filler  fitted  in  a  metal  box.  The  whole  can  be  sterilised  by  boil- 
ing. The  injection  can  be  made  into  any  part  of  the  body  where 
the  tissues  are  lax.  Under  the  edge  of  the  breast  or  into  the 
abdominal  wall  is  a  suitable  place.  The  skin  should  be  ren- 
dered aseptic.  Expel  all  air  from  the  apparatus  by  running 
some  fluid  through  the  canula  before  pushing  the  trocar  home 
in  its  canula.  When  the  puncture  is  made,  withdraw  the  trocar, 
and  raise  the  filler  several  feet.  If  the  fluid  does  not  flow 
freely,  move  the  canula  about  a  little  to  clear  its  point.  A  pint 
can  be  injected  in  four  or  five  minutes.  If  the  tissues  are  at 
all  lax  a  couple  or  even  3  pints  'can  be  used.  If  more  is 
required  another  puncture  can  be  made.  A  strip  of  adhesive 
plaster  should   be  placed  over  the  small  wound.      Absorption 
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begins  at  once  and  the  tension  in  the  part  will  be  quickly 
relieved.  When  injected  into  the  axilla  there  will  be  some 
pain  and  numbness  in  the  arm  from  pressure  on  the  nerves, 
but  this  is  quickly  reheved.  If  strict  aseptic  precautions  are 
taken,  there  is  no  risk  of  an  abscess  forming. 

The  after-treatment  of  a  bad  case  of  haemorrhage  consists  in 
giving  the  patient  plenty  of  fluid  and  stimulating  nom'ishment. 


Fig.  9. — Saline  infusion  apparatus. 

She  should  get  plenty  of  milk,  soups,  beef  extract,  or  beef-tea, 
etc.  Alcoholic  stimulants  should  be  given  so  long  as  the  pulse 
indicates  its  necessity.  For  drugs,  iron  alone,  or  combined  with 
arsenic  or  quinine,  is  the  best.  As  these  cases  are  very  prone 
to  become  septic,  the  greatest  care  must  be  taken  to  prevent 
this,  and,  if  it  occurs,  you  must  lose  no  time  in  adopting  active 
measures  of  treatment. 
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Traumatic  Post-partum  Hsemorrhage. — In  these  cases 
the  haemorrhage  comes  from  a  laceration  of  the  cervix,  vagina, 
|)erineum,  or  vulva.  These  lacerations  usually  occur  during 
difficult  labours,  but  it  is  possible  to  have  very  extensive  tears 
ill  natural  deliveries.  The  worst  bilateral  laceration  of  the  cer- 
vix I  have  ever  seen,  occurred  in  a  primiparous  natural  labour. 
Fortunately  the  bleeding  was  not  very  severe.  I  had  to  put 
five  or  six  stitches  in  each  side  of  the  cervix  to  close  the  tears. 
The  cervix  is  sometimes  torn  in  forceps  delivery,  and  this  is 
apt  to  occur,  if  the  instruments  are  applied  before  the  os  is  fully 
dilated.  They  should  never  be  applied  before  full  dilatation  of 
the  08,  unless  delivery  is  urgently  required  in  the  interest  of  the 
mother.  Delivery  should  then  be  effected  slowly  and  with  the 
utmost  care.  Delivery  of  the  after-coming  head,  especially  in 
cases  of  placenta  prsevia  or  of  accidental  haemorrhage,  is  apt  to 
tear  the  cervix,  unless  great  care  is  taken.  I  have  already 
referred  to  two  cases  of  this,  and  figure  10  is  a  drawing  made 
from  the  uterus  from  one  of  them,  a  case  of  placenta  praevia, 
where  you  will  see  the  tear  extending  up  at  the  side  into  the 
body  of  the  uterus.  The  after-coming  head  was  dragged  through 
the  undilated  cervix,  and  you  see  what  happened. 

Lacerations  of  the  posterior  vaginal  wall  and  perineum 
usually  go  together.  You  hear  the  forceps  frequently  blamed 
for  this.  The  worst  tears  I  have  seen  have  been  in  cases 
where  forceps  were  not  used  at  all.  I  frequently  use  the 
forceps  to  save  the  perineum.  There  are  cases  where  lacera- 
tion of  the  perineum  cannot  be  avoided,  but  if  the  axis  traction 
forceps  are  used  carefully,  and  the  delivery  effected  slowly, 
in  the  majority  of  cases,  if  there  be  any  tearing,  it  will  only 
foe  slight. 

As  a  rule,  the  haemorrhage  from  vaginal  or  perineal  tears  is 
not  alarming. 

I  have  seen  considerable  hgemorrhage  from  a  small  tear  in  the 
vestibule  from  one  of  the  venous  plexuses  having  been  injured. 
15 
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Fio.  10. — Rupture  of  the  cervix  and  lower  uterine  segment.  ~((,  Fallopian 
tube,  b,  Round  ligament,  c.  Posterior  wall  of  bladder.  (/,  Anterior 
layer  of  broad  ligament.  <>,  Posterior  layer  of  bioad  ligament. 
/,  United  layers  of  broad  ligament,     g,  Os  externum. 
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Diagnosis  of  Traumatic  PosUpartum  HcBinorrhage. — There 
will  be  external  bleeding  going  on  although  the  uterus  is  firmly 
I'etracted.  A  vaginal  examination  will  reveal  a  tear  in  the 
cervix,  vagina,  perineum,  or  vulva. 

Prognosis. — It  is  grave  when  the  cervix  is  badly  torn,  and 
specially  so  if  it  has  been  a  case  of  placenta  praevia. 

Treatment. — The  prophylactic  treatment  is  to  deliver  slowly 
and  with  great  care.  In  a  case  of  placenta  praevia,  do  not 
deliver  until  the  os  is  sufficiently  dilated  to  allow  of  the  head 
passing  easily.  If  the  hot  douche  fails  to  check  the  haemor- 
rhage from  the  cervix,  you  must  stitch  it.  In  fact,  if  there  is 
much  laceration,  even  if  there  is  no  haemorrhage,  you  should 
stitch.  The  cervix  can  easily  be  drawn  down  to  the  vulva  to 
enable  you  to  put  the  stitches  in.  If  you  see  any  spouting 
vessels  tie  them.  If  you  have  not  the  means  at  hand  for 
stitching,  you  must  then  trust  to  plugging,  but  this  is  not  as 
efficient.  In  a  tear  like  that  in  figure  10,  stitching  of  the  vaginal 
portion  of  the  cervix  will  not  do.  The  only  hope  of  saving 
the  woman  is  to  open  into  the  lateral  fornix  and  tie  the  uter- 
ine artery,  and  if  that  does  not  suffice,  extirpate  the  uterus 
completely. 

The  following  case  may  be  taken  as  an  example.  The 
patient,  a  multipara  with  a  true  conjugate  of  3}  in.,  had  induc- 
tion of  labour  performed  at  seven  and  a  half  months.  The 
cervix  was  very  rigid  from  old  cicatricial  contraction  from  tears 
in  former  difficult  labours.  After  delivery  haemorrhage  con- 
tinued in  spite  of  a  hot  douche  and  ergot  hypodermically. 
The  bleeding  came  from  a  tear  in  the  left  side  of  the  cervix. 
I  at  once  drew  the  cervix  down  and  put  sii  catgut  stitches  into 
it.  This  completely  controlled  the  hsemorrhage.  I  have  again 
successfully  delivered  this  woman  by  induction.  The  cervix 
did  not  tear  the  second  time. 

If  there  is  a  tear  in  the  vaginal  wall,  stitch  it  after  tying  any 
bleeding  points  you  see.      A  continuous  suture  does  admirably. 


228  CLINICAL  OBSTETRICS. 

I  need  hardly  say  that  a  torn  perineum,  whether  it  is  bleeding 
or  not,  should  always  be  stitched  at  once.  A  tear  in  the  vesti- 
bule must  be  treated  in  the  same  way.  It  is  very  easy  to 
conceal  the  fact  that  the  perineum  is  torn,  but  remember  that 
the  woman  will  become  painfully  aware  that  something  is 
wrong  after  she  gets  up,  and  she  will  not  bless  the  man  who 
has  left  her  in  such  a  condition.  I  have  heard  men  assert  that 
they  never  see  a  torn  perineum.  I  believe  them,  because  they 
never  examine  their  patients  after  the  child  is  born.  It  is  no 
disgrace  to  tear  a  perineum,  but  it  is  a  disgrace  not  to  stitch  it 
when  it  is  torn.  In  every  case,  even  in  normal  labours,  examine 
the  perineum  after  the  child  is  born,  and  if  it  is  torn  half  an 
inch  or  more,  stitch  it.  The  deep  stitches  should  include  the 
whole  tear.  Silkworm  gut  makes  the  best  deep  stitches,  but 
catgut,  which  will  not  be  absorbed  for  six  or  eight  days,  does 
exceedingly  well,  and  has  the  advantage  of  not  requiring 
removal. 

If  the  patient  is  at  all  collapsed,  the  same  methods  of  stimu- 
lation, sahne  injections,  etc.,  as  used  in  the  atonic  form  of 
haemorrhage  must  be  adopted. 


HAEMORRHAGES    OF    THE    PUERPERIUM. 

Secondary  Post-partum  Haemorrhage. — Secondary  post- 
partum haemorrhage  may  occur  any  time  during  the  puerperium. 

Game. — In  nearly  every  case  it  is  due  to  something  retained 
in  the  uterus,  such  as  a  piece  of  placenta  or  membrane,  a  clot, 
or  a  small  polypus.  Separation  of  a  clot  from  the  mouth  of  a 
torn  sinus  may  cause  it,  especially  after  placenta  prtevia.  In 
a  good  many  cases  there  has  been  primary  post-partum 
haemorrhage. 

The  amount  of  blood  lost  at  one  time  may  not  be  very  great, 
but  if  it  recurs  frequently  the  drain  upon  the  system  may  be 
very  great,  and  pernicious  anaemia  may  result. 
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The  signs  and  symptoms  are  the  same  as  those  of  the 
primary  form.  It  is  apt  to  recur  unless  the  cause  of  it  is 
removed. 

Prognosis. — If  the  amount  lost  is  great  it  is  a  grave  condition, 
especially  if  there  has  l^een  ante-partum,  or  primary  post- 
partum haemoiThage. 

Treatment. — The  best  prophylactic  treatment  is  to  thoroughly 
empty  the  uterus  at  the  time  of  labour,  and  see  that  it  is  firmly 
retracted  before  the  binder  is  put  on.  If  there  is  any  indica- 
tion of  relaxation,  ergot  should  be  given.  When  it  has  occurred, 
a  hot  douche  and  ergot  may  check  it,  and  cause  the  expulsion  of 
whatever  is  retained,  but  this  cannot  be  relied  upon.  You 
should  thoroughly  explore  the  uterus  with  your  finger,  and 
remove  whatever  you  find.  If  you  cannot  clear  it  out  with 
your  finger,  use  the  flushing  curette.  To  do  this  thoroughly 
chloroform  will  generally  be  necessary.  If  the  hot  douche  does 
not  check  the  haemorrhage,  plug  the  uterine  cavity  thoroughly. 
Put  the  patient  upon  ergot  and  strychnine.  Do  not  delay  in 
clearing  out  the  uteras,  as  repeated  haemorrhages  will  quickly 
exhaust  your  patient.  If  the  woman  is  septic  at  the  time,  there 
is  considerable  risk  of  further  absorption  taking  place  through 
the  freshly  opened  up  surfaces.  You  must  therefore  use  every 
precaution.  The  uterus  should  be  thoroughly  douched  out 
with  perchloride  of  mercury  before  attempting  to  remove 
anything. 

The  after-treatment  is  the  same  as  after  primary  hemorrhage. 

The  following  three  cases  may  be  taken  as  types.  The  first 
was  a  multipara,  seen  by  me  in  consultation  three  weeks  after 
delivery.  Her  own  medical  attendant  had  not  been  present  at 
the  labom%  but  the  man  who  attended  said  that  everything  had 
come  away.  She  had  severe  haemorrhages  several  times  during 
the  puerperium.  Hot  douching  and  ergot  did  not  stop  them. 
Her  temperature  had  not  been  very  high.  Under  chloroform  I 
found  there  was  a  piece  of  placenta  about  the  size  of  a  walnut 
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firmly  attached.  I  removed  this  with  a  flushing  curette  and 
thoroughly  douched  out  the  uterus,  but  had  to  plug  with  iodo- 
form gauze  to  stop  the  haemorrhage.  The  repeated  haemor- 
rhages had  weakened  her  down  very  much.  Every  care  was 
taken  at  the  time  and  subsequently,  but  violent  sepsis  resulted 
and  she  died  a  few  days  later.  We  tried  antistreptococcic 
serum,  but  without  any  lasting  benefit. 

The  second  case,  a  primipara,  was  admitted  to  the  Glasgow 
Maternity  Hospital  four  days  after  delivery.  She  had  been 
attended  by  a  midwife  who  thought  everything  had  come  away. 
Profuse  secondary  post-partuin  haemorrhage  had  occurred  on 
the  third  day  of  the  puerperium.  On  admission  we  found  the 
patient  was  very  anemic.  She  had  great  oedema  of  the  legs  and 
body,  and  there  was  evidence  of  ascites.  The  urine  was  loaded 
wdth  albumin.  Her  temperature  was  raised,  and  pulse  quick 
and  feeble.  It  was  quite  evident  that  she  was  suffering  from 
sepsis.  After  douching  and  cleansing  the  parts  as  thoroughly 
as  possible,  I  introduced  my  hand  and  removed  an  adherent 
piece  of  stinking  placenta.  As  I  anticipated,  the  operation  was 
followed  by  a  rise  of  temperature.  It  fell,  but  rose  again  in  a 
day  or  two.  As  the  case  was  one  of  septicaemia,  we  had  to 
send  her  out  of  the  hospital,  but  her  friends  refused  to  allow 
her  to  be  transferred  to  Belvidere,  so  she  w-as  taken  home, 
where  she  died.  Both  of  these  cases  had  evidently  had  suc- 
centuriate  placentte,  and  a  detached  lobe  had  been  left  in  the 
uterus.  It  is  easy  to  blame  the  attendants,  but  it  is  very  diffi- 
cult to  recognise  this  condition  of  the  placenta,  unless  a  very 
close  examination  is  made.     Fortunately,  it  is  a  rare  condition. 

In  the  third  case,  the  patient  was  a  multipara,  attended  by 
a  nurse.  The  labour  and  puerperium  were  normal,  and  the 
patient  was  up  by  the  tenth  day.  Early  on  the  morning  of  the 
eleventh  day  she  had  a  violent  flooding,  and  I  was  sent  for.  I 
found  her  very  much  exhausted,  and  on  examining  found  the 
vagina  and  uterus  full  of  clot.      I  cleared  all  the  clot  out,  and 
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gave  a  very  hot  douche.  I  found  nothing  in  the  uterus  except 
clot.  She  was  put  on  ergot  and  nux  vomica.  There  was  no 
recurrence,  and  she  made  a  good  recovery. 

Haematoma. — Haemorrhage  into  the  pelvic  tissues  may  take 
place  during  pregnancy,  as  we  have  already  seen.  It  may  also 
occur  at  the  time  of  labour,  or  very  shortly  after  the  child  is 
born.  In  such  a  case  the  vessel  is  torn  during  the  labour,  but 
the  condition  is  not  recognised  until  sufficient  blood  is  poured 
out  to  form  a  swelling.  The  veins  in  the  broad  ligaments, 
vagina,  and  vulva  are  frequently  very  much  distended  or 
varicose  at  the  time  of  labour,  and  an  injury  to  any  of  them 
is  apt  to  cause  considerable  haemorrhage.  Judging  from 
Caesarian  sections,  the  varicosity  of  the  veins  in  the  broad 
ligaments  is  an  exceedingly  common  condition.  In  ail  my 
cases  this  condition  has  been  marked. 

When  a  vessel  deep  in  the  tissues  is  opened  into,  blood  will 
be  poured  out.  The  amount  will  of  course  depend  upon  the 
size  of  the  vessel,  and  also  upon  the  laxity  of  the  tissues.  The 
blood  makes  its  way  towards  the  most  dependent  part,  and  if 
it  comes  near  the  surface  you  have  the  skin  becoming  black. 
If  the  haemorrhage  is  very  great  the  patient  may  coUapse,  but, 
as  a  rule,  the  pressure  of  the  surrounding  tissues  will  check  it 
before  this  happens. 

Signs  and  Symptoms  .—Unless  the  haemorrhage  is  very  great 
there  will  not  be  any  indications  of  collapse.  The  patient  will 
usually  complain  of  a  bearing-down  feeling,  ,as  if  there  were 
something  to  come  away  from  her. 

Diagnosis. — A  vaginal  examination  will  reveal  a  somewhat 
fluctuating  swelling  in  the  pelvis.  If  it  is  in  the  broad  Liga- 
ment, it  will  be  to  one  or  other  side  of  the  uterus,  but  it  will 
frequently  be  felt  in  the  side  or  back  wall  of  the  vagina.  In 
many  cases  in  a  few  hours  you  will  see  the  black  discoloration 
of  the  skin  of  the  buttock. 

Prognosis. — -It  is  not  likely  to  prove  fatal,  unless  it  becomes 
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septic,  and  even  then  prompt  evacuation  of  the  clot  and  free 
drainage  should  save  the  patient's  life.  In  some  cases,  when 
in  the  broad  ligament,  it  might  burst  into  the  peritoneal  cavity, 
and  cause  her  death. 

Treatment. — Stimulate  the  patient  if  she  requires  it,  and 
try  to  get  the  effusion  absorbed  as  quickly  as  possible.  Try 
to  prevent  her  becoming  septic.  If  the  clot  becomes  septic, 
her  temperature  will  rise  and  rigors  come  on.  It  must  be  at 
once  freely  incised  and  cleared  out.  The  cavity  should  be 
plugged  with  iodoform  gauze.  Sometimes  the  skin  or  mucous 
membrane  covering  it  shows  indications  of  sloughing.  In  such 
a  case  a  free  incision  should  be  made  at  once. 

The  following  is  a  typical  case.  The  patient,  a  multipara, 
was  delivered  of  a  child  by  the  breech  in  the  afternoon.  The 
midwife,  in  her  endeavours  to  get  the  child  through  alive,  tore 
the  perineum  badly.  Several  hours  later  I  was  sent  for,  as  the 
woman  was  very  weak  and  complained  of  great  bearing-down, 
as  if  there  were  something  to  come  away.  From  the  history 
I  thought  it  might  be  an  inversion  of  the  uterus.  I  found 
the  uterus  was  in  position,  but  the  right  side  of  the  vagina 
was  bulged  inwards  by  a  large  semifluctuant  tumour,  which 
I  diagnosed  to  be  a  haematoma.  I  gave  her  a  thorough 
douching  and  stitched  the  perineum.  Next  day  the  right  side 
of  the  vulva  and  the  right  buttock  were  quite  black. 

The  clot  remained  aseptic,  and  in  about  three  weeks  it  was 
nearly  absorbed. 

Deciduoma  Malignum — Syncytioma — Chobio-Bpithelioma 
— Deciduo-Sarcoma,  etc. 

Sanger,  in  1888,  was  the  first  to  draw  special  attention 
to  this  disease  as  a  sarcoma  of  the  decidua  serotina.  In  1893, 
he  demonstrated  its  essential  histological  features  and  pro- 
nounced malignancy.     Since  then  a  large  number  of  cases  have 
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been  observed,  about  50  per  cent,  of  them  following  vesicular 
degeneration  of  the  chorion. 

The  pathology  of  the  condition  is  hardly  yet  definitely  settled. 
Sanger's  original  theory  was  that  it  was  a  malignant  change 
occurring  in  the  decidual  cells,  i.e.,  a  maternal  sarcoma  entirely 
due  to  pregnancy.  Another  view  is  that  it  is  a  sarcoma  in- 
dependent of,  but  modified  by,  pregnancy,  and  a  third  that  it  is 
the  result  of  active  proliferation  of  the  epithelial  covering  of 
the  chorionic  viUi,  i.e.,  that  it  is  of  the  natm^e  of  an  epithelioma, 
hence  the  name  chorio-epithehoma.  Whatever  may  be  ulti- 
mately decided  to  be  the  true  pathology,  it  is  quite  certain 
that  the  condition  is  an  exceedingly  malignant  one,  some- 
times arising  in  the  uterus  after  a  full  time  labour,  more 
frequently  after  an  abortion,  and  especially  after  the  discharge 
of  a  mole.  It  gives  rise  to  excessive  and  repeated  haemorrhages, 
and  metastatic  deposits  soon  form  in  the  vagina  and  different 
organs,  such  as  the  lungs,  brain,  etc.  The  patient  very  rapidly 
wastes  away,  and  probably  dies  within  a  few  months  of  the  first 
indication  of  the  disease. 

Symptoms. — The  most  characteristic  symptom  is  severe,  inter- 
mittent haemorrhage,  following  labour  or  an  abortion,  especially 
of  a  hydatid  mole.  After  the  haemorrhage  ceases  a  foul-smell- 
ing watery  discharge,  the  same  as  with  an  ordinary  cancer  of 
the  uterus,  will  come  on.  The  patient  may  not  suffer  very 
much  pain,  except  when  clots  are  being  expelled.  Emaciation 
soon  shows  itself,  and  when  metastatic  deposits  form  in  the 
lungs  there  will  be  cough,  pleuritic  pain,  breathlessness,  and 
blood-stained  sputum.  A  secondary  deposit  in  the  brain  will 
cause  cerebral  symptoms,  and,  it  may  be,  severe  haemorrhage, 
as  in  a  case  reported  by  Drs.  Bruce  and  Inglis. 

Diagnosis. — The  uterus  is  found  more  or  less  enlarged.  The 
vagina  may  be  full  of  clot,  and  a  secondary  growth  may  be 
attached  to  its  wall.  The  cervix  is  generally  found  gaping, 
but  it  may  be  quite  closed.      Bimanually  the   uterus  is  found 
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enlarged,  and  you  may  make  out  a  distinct  growth.  A  digital 
exploration  of  the  cavity  reveals  clots  and  soft  vegetating 
masses.  The  uterine  wall  is  soft,  and  may  be  easily  perforated. 
A  portion  of  the  mass  can  easily  be  removed  by  the  finger  or 
curette  for  microscopic  examination. 

Prognosis. — The  condition  is  an  exceedingly  grave  one,  and 
the  only  hope  of  cure  is  immediate  extirpation  of  the  uterus. 
If  metastasis  has  already  occurred,  however,  the  advisability  of 
the  operation  is  very  questionable. 

Treatment.  —  Complete  hysterectomy,  preferably  by  the 
vagina.  A  preliminary  curetting  may  be  done  to  check  the 
haemorrhage  and  for  diagnostic  purposes,  but  from  a  curative 
point  of  view  it  is  useless. 


CHAPTER  XIX. 

DELAY  IN  THE  FIRST  STAGE  OF  LABOUR. 

Dilatation  of  the  Birth  Canal — Delay  from  Faults  in  the  Powers— Inertia 
Uteri — Delay  from  Faults  in  the  Passages — Occlusion  of  the  Os 
Uteri — Cases — Malposition  of  the  Uterus — Vaginal  Fixation  of  the 
Uterus — Rigidity  of  the  Cervix — Rigidity  from  an  Abnormal  Condi- 
tion of  the  Cervix — Hypertrophy  of  the  Cervix — INIalignant  Disease  of 
the  Cervix — Contracted  Pelvis— Faults  on  the  Part  of  the  Passenger 
— Early  Rupture  of  the  Membranes — Adhesion  of  the  Membranes 
— Malpositions,  etc. 

In   taking  up  the  cousideration  of  delayed  labours   and  their 
treatment,  we  shall  first  consider  delays  in  the  first  stage. 

Dilatation  of  the  Birth  Canal. — The  birth  canal  consists 
of  the  lower  uterine  segment,  the  cervix,  and  the  vagina. 
Dilatation  begins  a  considerable  time  before  actual  labour  sets 
in.  During  the  last  two  or  three  weeks  of  pregnancy  the 
cervix  shortens,  and  its  canal  dilates,  from  above,  so  that  it 
becomes  continuous  with  the  lower  part  of  fhe  uterine  cavity. 
The  lower  part  of  the  uterine  cavity  also  dilates.  The  shorten- 
ing or  taking  up  of  the  cervix  is  well  seen  in  primiparae.  In 
these  cases  the  head  of  the  child  at  the  beginning  of  labour  will 
be  more  or  less  in  the  pelvis,  with  the  thinned  cervix  stretched 
over  it.  The  apparent  length  of  the  cervix,  measuring  from 
the  external  os  to  the  bag  of  membranes,  may  not  be  more 
than  a  quarter  of  an  inch.  The  external  os  is  usually  closed 
until  actual  labour  sets  in,  but  this  is  not  always  the  case  even 
with  primiparae.  In  multiparae,  I  have  frequently  seen  it  for 
weeks  before  delivery  dilated  sufficiently  to  allow  of  the  passage 
(235) 
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of  two  fingers.  What  may  be  called  painless  labour  goes  on 
for  some  time  prior  to  what  we  know  as  actual  labour,  and 
in  this  way  the  lower  uterine  segment  and  the  uppei-  part  of 
the  cervix  are  dilated. 

When  labour  sets  in,  the  natural  dilatation  of  the  cervix  is 
mainly  In'ought  about  by  the  downward  pressure  of  the  uterine 
contents  caused  by  the  uterine  contractions,  and  especially  by 
the  contractions  of  the  longitudinal  fibres  which  pass  up  over 
the  fundus.  These  fibres  also  tend  to  draw  the  lips  of  the 
cervix  apart,  and  to  pull  the  lower  part  of  the  canal  up  over 
the  presenting  part.  As  a  rule,  the  circular  fibres  round  the 
external  os  become  inhibited,  but,  as  we  shall  shortly  see,  this 
does  not  always  happen.  Gravity  also  assists,  especially  when 
the  patient  is  going  about.  Over  and  above  this  we  have  a 
natural  softening  and  relaxing  of  the  parts,  especially  in  the 
vagina.  At  the  beginning  of  labour  the  vaginal  outlet  may 
be  quite  narrow,  especially  in  primiparae,  but  long  before  the 
presenting  part  has  reached  the  floor  of  the  pelvis  great  re- 
laxation will  have  occurred,  so  that  several  fingers  can  be 
introduced  with  ease,  causing  less  discomfort  to  the  patient 
than  one  did  at  the  onset  of  labour.  This  relaxation  is  due  in 
part  to  the  free  flow  of  serum  which  takes  place,  but  there 
must  also  be  inhibition  of  the  sphincter  muscle,  probably  from 
the  pressm-e  exerted  higher  up  in  the  canal. 

During  the  first  stage  of  labour',  dilatation  of  the  cervix 
should  progress  steadily  until  it  is  fully  accompHshed,  but  in 
many  cases  there  is  considerable  delay.  The  cause  of  the 
delay  may  He  in  the  powers,  the  passages  or  the  passenger. 

Delay  from  Faults  in  the  Powers — Inertia  Uteri. — The 
powers  are  the  uterine  contractions,  and  there  is  also  some  assist- 
ance from  the  action  of  gravity.  The  powers  are  not  so  often 
at  fault  during  the  first  stage  of  labour  as  during  the  second. 
If  the  uterus  is  overdistended  by  a  multiple  pregnancy  or 
hvdramnios,   the   contractions   will    be    weak.     An   abdominal 
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tumour,  or  ascites  will  also  interfere  with  the  contractions,  as 
will  a  loaded  rectum,  or  distended  bladder.  A  tumour,  loaded 
rectum,  or  distended  bladder  will  also  interfere  by  direct  ob- 
struction. True  inertia  is  not  very  common,  but  is  sometimes 
seen  in  elderly  primiparte,  and  in  multiparas  who  have  borne 
a  large  number  of  children.  In  some  cases  the  contractions 
cause  a  good  deal  of  suffering,  but  have  little  dilating  effect. 

Treatment. — -So  long  as  the  membranes  are  intact  there  is 
no  risk  to  the  foetus,  and  very  little  to  the  mother,  except  from 
exhaustion,  so  that  patience  is  usually  all  that  is  required.  In 
cases  of  overdistention,  puncture  the  membranes  and  allow 
some  of  the  Hquor  amnii  to  drain  away.  In  all  cases  see  that 
the  bladder  and  rectum  are  emptied.  The  treatment  in  cases 
of  tumours  will  be  dealt  with  later.  In  cases  of  true  inertia, 
I  have  sometimes  found  quinine  act  well.  Ergot  should  never 
be  given.  Chloral  is,  however,  the  best  drug  to  use.  It  quiets 
uterine  action  for  a  time,  and  has  a  relaxing  effect  upon  the 
cervix.  The  application  of  hot  stupes  over  the  abdomen  is 
also  useful.  With  painful  contractions  10  gr.  doses  of  an- 
tipyi'in  are  said  to  act  admirably,  but  I  have  not  had  any 
experience  of  this. 

Delay  from  Faults  in  the  Passage — Occlusion  of  the  Os 
Uteri, — The  os  may  be  completely  occluded.  This  is  a  rare 
condition,  but  I  have  seen  at  least  five  cases.  A  short  note 
of  two  of  them  will  suffice. 

The  first  case  was  in  a  second  pregnancy.  It  was  also 
undoubtedly  a  case  of  prolonged  gestation,  as  305  days  had 
elapsed  from  the  cessation  of  menstruation  until  the  patient 
was  delivered.  Some  three  weeks  before  delivery  pains  had 
occurred  for  several  hours,  and  the  patient  thought  that  labour 
had  commenced,  but  the  pains  had  ceased.  She  was  not  ex- 
amined then.  When  I  saw  her,  she  was  having  strong  pains, 
and,  on  an  examination,  I  found  the  os  was  completely  occluded. 
The  cervix  was  stretched  over  the  presenting  head.     A  small 
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depression  indicated  where  the  os  ought  to  have  been.  A 
careful  examination  under  chloroform  confirmed  this.  A  crucial 
incision  was  made  at  the  depression,  and  dilatation  was  easily 
accomplished.  Forceps  were  applied,  and  the  head  delivered 
without  very  much  difficulty,  but  the  shoulders  and  chest  of 
the  child  were  so  large  that  great  difficulty  was  experienced  in 
dehvering  the  body.  The  child  was  one  of  the  largest  I  have 
ever  seen  delivered.  Unfortunately  it  was  dead.  The  patient 
made  a  good  recovery,  and  subsequently  the  cervix  presented 
the  appearance  of  an  ordinary  multiparous  one. 

Case  II. — The  patient,  a  primipara,  aged  thirty,  had  l^een  in 
labour  three  days  when  first  seen  by  me.  A  midwife,  who 
was  in  attendance,  thought  that  the  os  was  partially  dilated. 
The  patient  was  a  stout,  healthy  woman,  and  had  been  married 
for  thirteen  years.  She  was  not  aware  of  there  having  been  a 
vaginal  discharge  during  pregnancy,  nor  had  she  suffered  any 
pain. 

I  found  she  was  having  very  strong  expulsive  pains.  Bandl's 
ring  could  not  be  palpated.  Per  vaginam  the  head  was  felt  in 
the  pelvis  with  the  cervix  stretched  over  it.  The  os  was  com- 
pletely closed,  but  a  small  depression  revealed  its  position. 
Inspection  under  chloroform  confirmed  this.  The  surround- 
ings of  the  patient  were  very  insanitary,  but  as  she  refused  to 
go  to  hospital,  I  had  to  do  the  best  I  could  for  her  where  she 
was.  I  managed  to  tear  through  the  adhesions  with  my  finger 
nail.  Dilatation  was  easy,  and  there  was  no  difficulty  in  dehv- 
ering a  live  child  with  forceps.  As  in  the  other  case  there  was 
no  bleeding.     The  patient  made  an  excellent  recovery. 

I  examined  her  some  months  later  and  found  the  cervix 
showed  very  little  indication  that  she  had  ever  had  a  child. 

The  occlusion  must  of  course  occur  subsequent  to  impregna- 
tion, but  at  what  stage  of  the  pregnancy  it  is  dififictdt  to  state. 
It  is  probably  the  result  of  adhesive  inflammation.  In  one  of 
my  other  cases   the   membranes  were  very   adherent   in   the 
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lower  pole  of  the  uterus,  pointing  to  the  fact  that  there  had 
been  an  inflammatory  attack.  In  none  of  my  cases  have  I 
been  able  to  get  a  history  of  any  inflammation. 

Diagnusifi. — A  careful  examination  will  reveal  that  the  pre- 
senting part  is  covered  by  a  smooth  membrane  which  is 
continuous  all  round  with  the  vaginal  mucous  membrane.  No 
OS  can  be  found.  A  careful  search  must  be  made  for  the  os, 
because  occasionally  it  is  very  high  up  and  behind,  and  the 
thinned  anterior  lip  of  the  cervix,  which  is  stretched  over  the 
presenting  part,  gives  exactly  the  same  appearance  as  with 
occlusion. 

Prognosis. — There  is  no  risk  if  the  condition  is  recognised 
and  properly  treated,  but  if  it  were  neglected  rupture  of  the 
uterus  might  occm*,  or,  what  is  more  probable,  the  whole  cervix 
be  torn  off  in  front  of  the  presenting  part. 

Treatment. — Scratch  through  where  the  os  should  l)e,  or 
make  a  crucial  incision.  You  may  then  wait  and  allow  natural 
efforts  to  finish  the  lal^our,  but  I  prefer  to  dilate  and  deliver  at 
once.  In  one  case  in  which  it  was  left  to  nature  after  incision, 
I  found  tearing  taking  place  into  the  lateral  fornices,  so  I  freely 
incised  the  cervix  in  front  and  behind,  and  then  delivered. 
There  is  not  usually  much  bleeding,  but  if  there  should  be,  the 
cervix  ought  to  be  stitched  at  once.  In  none  of  my  cases  did  I 
find  this  necessary. 

In  some  cases  we  have  delay  from  the  anterior  part  of  the 
cervix  being  stretched  over  the  presenting  part,  and  the  os  thus 
being  thrown  high  up  near  the  promontory.  As  I  have  already 
mentioned  this  may  be  mistaken  for  an  occlusion  of  the  os. 

Treatment. — Hook  a  finger  into  the  os  and  draw  it  down,  so 
that  the  bag  of  membranes  and  presenting  part  may  bear 
directly  upon  it. 

Malposition  of  the  Uterus,  such  as  is  seen  when  the 
abdomen  is  pendulous,  will  cause  delay,  as  the  presenting 
part  is  not  driven  downwards.       A  lateral    deviation    of    the 
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uterus  will  also  cause  delay,  and  we  see  the  same  thing  with 
a  double  uterus.  In  the  latter  we  also  have  delay  from  want 
of  power  in  the  uterine  contractions. 

Treatment. — Correct  the  deviation  of  the  uterus  and  apply  a 
firm  binder.     Manual  dilatation  may  be  necessary. 

Vaginal  Fixation  of  the  Uterus. — In  subjects  of  this 
operation,  dilatation  of  the  os  may  be  seriously  interfered  with, 
or  even  prevented.  During  pregnancy  the  j&rm  union  between 
the  vagina  and  anterior  uterine  wall  may  prevent  the  growth 
of  the  latter.  In  this  case  the  tension  upon  the  posterior 
uterine  wall  draws  the  os  upwards  and  backwards,  so  that  at 
full  time  it  lies  above  the  promontory.  The  uterus  is  thus 
extremely  anteflexed,  and  during  labour  the  presenting  part  is 
driven  against  the  promontory,  and  not  into  the  brim. 

Treatment. — If  dilatation,  by  means  of  bags  or  the  hand,  is 
impossible,  Caesarian  section  should  at  once  be  performed. 
The  incision  may  be  made  through  the  anterior  vaginal  wall 
and  uterus,  but  the  ordinary  abdominal  route  is  preferable. 
In  the  latter,  the  uterine  incision  should  be,  either  transverse 
at  the  fundus,  or  longitudinal,  over  the  fundus  into  the  pos- 
terior wall.     The  patient  should  be  steriHsed. 

Rigidity  of  the  Cervix. — This  may  be  simple  or  due  tu 
disease.  The  best  example  of  the  simple  form  is  seen  in 
elderly  primiparse.  The  cervix  is  thick  and  dilates  very  slowly. 
With  prematm-e  labours  we  find  much  the  same  condition. 
In  such  a  case  a  few  doses  of  chloral  will  be  very  useful,  but 
patience  is  usually  all  that  is  required.  We  sometimes  meet 
with  a  case  in  which  the  external  os  is  small,  and  the  cervix 
very  thin.  Although  the  pains  may  be  strong,  dilatation  is  very 
slow.  In  such  cases  you  will  often  find  that  the  os  actually 
becomes  conti'acted  dming  the  pains.  The  circular  fibres  round 
the  OS  at  the  beginning  of  labour  should  be  inhibited,  but  in 
these  cases  this  has  not  occun-ed  ;  their  activity  remains,  and 
they  contract  spasmodically  with  the  other  muscular  fibres  of 
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the  Uterus.  This  condition  is  usually  seen  in  primiparse,  and 
especially  where  there  has  been  a  very  narrow  os  previous  to 
impregnation — the  so-called  pinhole  os. 

Treatment. — The  best  method  of  dealinu-  with  the  condition 
is  to  dilate  manually  under  chloroform.  The  anaesthetic  will 
relax  the  spasm  of  the  sphincter,  and  after  dilatation  is  once 
fairly  started  there  will  be  no  further  difficulty.  The  direct 
application  of  cocaine  has  been  highly  recommended  in  cases 
of  rigidity  of  the  cervix,  but  I  cannot  say  it  has  ever  proved 
useful  in  my  hands.  The  hot  douche  certainly  does  good,  and  I 
employ  it  in  all  cases  during  the  time  I  am  dilating  manually. 

Rigidity  from  an  Abnormal  Condition  of  the  Cervix. — 
The  cervix  is  sometimes  thick  and  hard  from  old  scars,  from 
the  result  of  an  old  inflammation,  or  from  the  application  of 
strong  caustics  in  the  treatment  of  endocervicitis.  The  tissues 
are  very  hard,  and  dilatation  is  therefore  slow  and  difficult. 

Treatment. — -Barnes'  bags  may  have  to  be  used  and  manual 
dilatation  under  chloroform.  In  some  cases  incision  ma^y  be 
necessary.  Four  incisions  should  be  made — two  lateral,  one 
anterior,  and  another  posterior. 

Hypertrophy  of  the  Cervix  is  sometimes  seen. — The 
vaginal  portion  may  be  so  elongated  as  to  protrude  at  the  vulva. 
It  may  be  associated  with  prolapse  of  the  uterus,  as  in  the 
following  case.  A  multipara  had  been  in  labour  for  a  consider- 
able time,  when  I  first  saw  her.  The  cervix  was  so  much  elon- 
gated that  it  protruded  at  the  vulva.  The  whole  uterus  also 
tended  to  prolapse.  The  cervix  was  not  quite  fu.lly  dilated. 
Under  chloroform,  I  dilated  it  as  fully  as  possible,  and  applied 
forceps.  When  traction  was  applied,  the  whole  uterus  tended 
to  come  down,  so  that  it  was  necessary  to  push  up  the  cervix 
while  making  traction,  and  in  this  way  it  was  gradually  pushed 
up  over  the  head. 

Treatment. — As  the  membranes  are  sure  to  rupture  early, 
artificial  dilatation  is  necessary.  Bags  mav  be  used,  but 
16 
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manual  dilatation  under  chloroform  is  the  best  method.  De- 
livery must  be  done  very  slowly. 

Malignant  Disease  of  the  Cervix. — If  the  cervix  is  much 
infiltrated  with  cancer,  dilatation  will  be  very  slow.  If  the 
tissues  are  friable,  there  may  be  considerable  bleeding,  but  dila- 
tation will  not  be  hindered. 

Treatment. — If  there  is  likely  to  be  much  difficulty,  and  the 
child  is  alive,  Caesarian  section  should  be  done,  in  the  interest 
of  the  child,  and  a  complete  extu'pation  of  the  uterus,  in  the 
interest  of  the  mother.  If  you  decide  to  deliver  through  the 
natural  passages,  the  cervix  should  be  incised  through  the 
diseased  portion  and  dilated  manually.  If  the  child  is  dead  do 
craniotomy,  and  if  it  is  aUve  and  the  head  presents  dehver  by 
forceps.  The  cancerous  portion  of  the  cervix  may  be  removed 
at  once,  or  you  may  delay  operating  until  involution  has  some- 
what advanced. 

Solid  non-mahgnant  tumours  or  cysts  may  delay  dilatation, 
or  even  prevent  it  entirely,  especially  if  they  are  wedged  into 
the  pelvis. 

The  treatment  of  such  cases  will  be  dealt  with,  when  treating 
of  labours  obstructed  by  tumours.  One  point  to  remember 
is,  to  try  to  prevent  early  ruptm^e  of  the  membranes. 

A  Contracted  Pelvis  will  cause  Slow  Dilatation. — 
Malpresentations  and  malpositions  are  common,  and  the  bag 
of  membranes  often  protrudes  in  a  sausage  shape,  and  ruptures 
early. 

Treatment. — If  the  membranes  have  not  ruptured,  keep  them 
intact  as  long  as  possible.  If  they  have  ruptm-ed,  and  the  pre- 
senting part  cannot  descend,  artificial  means  of  dilatation 
should  be  adopted.  The  dilating  bags  are  most  useful,  but 
manual  dilatation  wiU  frequently  be  necessary. 

Faults  on  the  Part  of  the  Passenger. — Excessive  amount 
of  liquor  amnii,  or  overdistention  from  plural  pregnancy,  has 
already  been  referred  to,  as  causing  delay  by  interfering  with 
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the  powers.  On  the  other  hand,  we  may  have  delay  from  the 
very  opposite  condition,  viz.,  a  small  amount  of  liquor  amnii. 
In  such  a  case,  there  is  no  bag  of  membranes  to  come  down 
into  the  os,  as  the  membranes  are  closely  applied  to  the  present- 
ing part.  The  very  same  condition  arises,  when  the  membranes 
rupture  at  the  commencement  of  labour.  The  l)ag  of  mem- 
branes not  only  acts  as  a  mechanical  dilator,  but  also,  by  its 
pressm-e  through  the  os,  reflexly  stimulates  uterine  contractions, 
so  that  its  want  is  of  considerable  disadvantage. 

Treatment. — With  a  small  amount  of  liquor  amnii  and  the 
membranes  unruptured,  patience  will  he  required.  The  patient's 
strength  should  be  supported,  and  she  may  be  given  opium,  or 
chloral  in  full  doses.  In  administering  chloral,  I  usually  give  a 
drachm  of  the  s\Tup,  i.e.,  10  gr.  every  quarter  of  an  hour  until 
fom'  doses  have  been  given.  It  sometimes  has  a  wonderful 
effect  in  causing  relaxation  of  the  cervix.  In  these  case^,  I 
have  sometimes  found  it  useful  to  rupture  the  membranes 
when  the  os  is  about  half  dilated,  as  that  allows  of  the  pre- 
senting part  bearing  more  directly  on  the  cervix.  If  the  patient 
is  becoming  exhausted,  one  should  not  wait  too  long,  but  put 
her  under  chloroform  and  finish  the  dilatation  manually,  and 
deliver. 

Early  Rupture  of  the  Membranes  is  often  associated  with 
a  malpresentation,  l3ut  these  cases  will  be  dealt  with  imder  mal- 
presentations.  At  present  we  shaU  deal  with  cases  where  the 
head  or  breech  presents  and  there  is  no  obstruction.  The 
presenting  part  acts  fairly  well  as  a  dilator,  if  the  pains  are 
good,  and  one  may  wait  patiently  so  long  as  the  pressure  upon 
the  child  is  not  acting  injuriously  on  it.  If  the  pains  are 
inefficient,  chloral,  or  opium  may  be  used.  A  close  watch 
must  be  kept  on  the  foetal  heart,  and  if  it  begins  to  show 
irregularity,  or  much  slowing,  or  quickening,  artificial  means  of 
dilatation  must  be  adopted.  Barnes'  or  Champetier  de  Eibes' 
bag  may  be  used,  especially  when  the  os  will  only  admit  two 
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fingers,  but  manual  dilatation  under  chloroform  is  the  quickest 
method.  If  the  cervix  is  rigid,  and  it  is  evident  that  the  child 
is  suffering  very  much,  a  number  of  incisions  should  be  made 
through  the  cervix,  and  this  will  allow  of  quick  dilatation. 
Some  authorities  advise  the  application  of  the  forceps  when  the 
OS  will  admit  four  fingers.  This  may  be  done,  provided  delivery 
is  very  slowly  effected,  but  there  is  considerable  risk  of  tearing 
the  cervix  badly,  if  the  operation  is  done  hastily.  Personally, 
I  prefer  to  dilate  the  cervix  to  as  near  its  full  extent  as  possible 
before  applying  the  instruments.  If  the  cervix  is  in  a  condition 
to  admit  of  delivery,  you  will  have  no  difficulty  in  dilating  it 
with  your  hand  when  the  patient  is  under  chloroform,  and  if 
you  cannot  do  it  with  your  hand,  the  forceps  should  not  be 
applied,  or  you  will  be  sure  to  cause  a  bad  tear.  In  such  a 
case,  it  is  far  better  to  incise  in  different  directions,  and  then 
dilate  before  delivering. 

Adhesion  of  the  Membranes. — Sometimes  the  membranes 
are  adherent  in  the  lower  pole  of  the  uterus.  This  wall  prevent 
the  bag  of  membranes  from  protruding  into  the  os. 

Treatment. — Pass  the  finger  in,  and  separate  the  membranes 
as  high  as  you  can  reach,  and  this  will  allow  the  usual  bag  to 
form,  and  there  will  probably  be  no  more  difticulty. 

Delay  from  Malpositions,  Malpresentations  and  Deform- 
ities of  the  Foetus. — In  all  of  these  the  presenting  part  does 
not,  as  a  rule,  fit  well  in  the  brim,  and,  as  a  consequence,  the 
membranes  usually  project  in  a  sausage  shape  and  rupture 
early. 

Treatment. — Keep  the  membranes  intact,  as  long  as  possible. 
If  they  rupture  early,  insert  a  Champetier  de  Eibes'  or  a  Barnes' 
bag,  and  finish  the  dilatation  manually,  if  necessary.  These 
cases  will  be  more  fully  dealt  with  later  in  discussing  the 
methods  of  treatment  of  abnormal  cases. 


CHAPTEE  XX. 

DELAY  IN  THE  SECOND  STAGE  OF  LABOUR. 

Failure  in  the  Primary  Powers — Uterine  Inertia — Irregular  Uterine  Con- 
tractions— Failure  in  the  Secondary  Powers — Delay  from  Faults  in 
the  Soft  Passages — Impaction  of  the  Anterior  Lip  of  the  Cervix — 
Prolapse  of  the  Vagina  and  Cystocele — Distention  of  the  Bladder  or 
Rectum — Rigidity  of  the  Vagina  and  Perineum — Cicatricial  Contrac- 
tion of  the  Vagina — Persistent  Hymen— Vaginismus — Tumours  of  the 
Vagina  or  Vulva — Venereal  Warts — Obstruction  of  Labour  by  Tumours 
of  the  Uterus — Cases — Obstruction  from  Tumours  of  the  Adnexa — 
Cases — Hernia  into  Douglas's  Pouch. 

The  normal  second  stage  of  labour  begins  when  the  os  is  fully 
dilated  and  the  membranes  rupture.  It  may  only  last  a  few 
minutes,  or  it  may  be  prolonged  for  many  hours.  Under  ordinary 
conditions,  one  may  say  that  there  is  very  httle  danger  in  the  first 
stage  either  to  mother  or  child,  provided  the  membranes  are 
unruptured  ;  but  in  the  second  stage  the  danger  to  both  is  much 
increased.  In  the  great  majority  of  cases,  however,  if  the 
second  stage  is  not  unduly  prolonged,  neither  mother  nor  child 
will  suffer  any  harm.  It  is  exceedingly  difficult  to  make  any 
definite  statement,  as  to  what  ought  to  be  considered  a  normal 
second  stage  as  regards  length.  What  is  perfectly  safe  in  one 
case,  may  be  exceedingly  dangerous  in  another.  Each  case 
must  therefore  be  judged  upon  its  own  merits,  and  prompt 
assistance  must  be  rendered,  as  soon  as  it  is  necessarj-,  in  the 
interest  of  either  mother  or  child.  The  interests  of  the  mother 
are  of  course  paramount,  but  it  must  not  be  forgotten  that  the 
unborn  babe  too  has  rights,  which  should  be  considered.  lu 
(245) 
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many  cases  interference  is  clearly  called  for,  either  in  the 
interests  of  the  mother  or  of  the  child,  but  there  are  others  of 
simple  inertia  uteri  where  there  is  no  immediate  danger  to  either 
mother  or  child.  In  these  latter  should  one  wait  indefinitely, 
or  only  for  a  stated  time  ?  Some  authorities  advise  leaving 
such  cases  to  natm'e,  until  the  woman  begins  to  show  indica- 
tions of  exhaustion  by  the  temperature  rising  and  the  pulse 
quickening.  I  cannot  agree  with  this.  Our  rule  in  connection 
with  the  outdoor  department  of  the  Maternity  Hospital  is,  that 
the  nm-ses  or  students  shall  send  for  assistance  in  cases  of  inertia, 
if  no  advance  is  being  made  by  multiparae  after  two  hours  in  the 
second  stage,  and  by  primiparae  after  three  hours.  By  the  time 
assistance  has  arrived  another  hour  will  have  passed,  and  if  no 
advance  is  being  made  the  forceps  are  applied.  This  allows 
three  hours  in  the  second  stage  for  multipane,  and  four  for 
primiparae.  Each  case  must  be  judged  on  its  own  merits,  but 
I  consider  this  a  reasonable  time  to  wait  on  nature.  If  delivery 
is  effected  with  proper  care,  there  will  not  be  any  added  risk, 
and  the  woman  will  be  saved  considerable  suffering.  There 
are  many  cases  in  which  we  are  called  upon  to  interfere  much 
sooner,  but  with  these  we  shall  deal  shortly. 

Failure  in  the  Primary  Powers — Uterine  Inertia. — 
We  shall  now  consider  the  causes  of  delay  from  failure  in 
the  powers.  The  primary  powers  are  the  uterine  contractions, 
and  the  secondary,  the  contractions  of  the  abdominal  muscles. 
Failure  in  the  primary  powers,  or  uterine  inertia,  is  the  com- 
monest of  all  causes  of  delay  in  the  second  stage.  The  uterine 
muscle,  like  any  other  muscle,  can  only  do  a  certain  amount  of 
work,  and,  if  it  is  overtaxed,  failure  in  the  contractions  must 
occur.  If  the  muscle  is  in  a  strong,  healthy  condition,  and 
the  uterus  is  not  overdistended,  inertia  will  not  occur  for  a 
considerable  time,  but  in  a  case  where  there  is  weakness  in  the 
uterine  wall  from  disease  or  overwork,  as  in  cases  of  frequent 
and  rapid  childbearing,  or  where  the  wall  is  overstretched  by 
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hydramnios  or  a  multiple  pregnancy,  inertia  will  supervene 
early  in  the  second  stage.  Again,  if  the  first  stage  has  been 
unduly  prolonged,  the  contractile  powers  will  to  a  large  extent 
be  used  up,  and  the  uterus  be  unfit  for  any  more  work  until  it 
has  had  a  rest.  In  patients  who  are  constitutionally  weak,  the 
uterus  may  partake  in  the  general  weakness  of  the  muscular 
system,  but  this  is  not  invariably  the  case.  For  instance,  in 
phthisis  I  have  seen  a  number  of  advanced  cases,  where  the 
uterine  contractions  were  quite  strong,  and  the  labour  excep- 
tionally easy  and  quick.  In  such  cases  the  child  is  apt  to  be 
small,  and  the  emaciation  of  the  patient  also  allows  of  an  easy 
passage. 

Irregular  Uterine  Contractions. — Irregular  uterine  con- 
tractions may  arise  from  disease  of  the  uterine  wall,  from 
exhaustion,  or  from  the  irritation  of  too  frequent  examina- 
tions. A  full  rectum  or  bladder  will  also  cause  them  reflexly. 
They  cause  excessive  suffering,  and  have  practically  no  effect 
in  advancing  the  labom\ 

In  a  properly  conducted  labour,  except  where  there  is  disease 
of  the  uterine  wall,  these  irregular  contractions  should  not 
arise.  It  is  surprising,  however,  how  often  an  overdistended 
bladder  is  overlooked. 

Failure  in  the  Secondary  PoMrers. — In  cases  of  chest 
disease  the  patient  may  not  be  able  to  fix  her  diaphragm,  and  she 
will  thus  be  prevented  from  bearing  down.  If  the  abdominal 
muscles  have  been  overstretched,  as  by  frequent  pregnancies, 
they  will  not  contract  well.  Separation  of  the  recti  muscles 
will  give  rise  to  much  the  same  condition,  as  the  uterus  falls 
forwards  between  the  muscles,  and  is  not  compressed  by  them. 
This  condition  is  common  after  an  abdominal  section,  but  is 
often  seen  in  cases  where  there  has  been  no  section.  I  have 
seen  it  in  a  primipara.  In  such  cases,  in  addition  to  the  failure 
of  the  secondary  powers,  the  abnormal  position  of  the  uterine 
axis  hampers  the  action  of  the  primary  powers,  as  the  child  is 
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not  driven  into  the  brim  but  against  the  posterior  wall.  Over- 
distention  of  the  abdomen  from  ascites,  a  tumour,  or  even  a  full 
bladder  will  hamper  the  action  of  the  secondary  as  well  as  the 
primary  powers.  If  peritonitis  be  present,  the  pain  will  pre- 
vent the  secondary  powers  acting. 

Hemiplegia  or  even  paraplegia,  as  a  rule,  does  not  affect  the 
primary  powers,  but  the  secondary  powers  will  be  more  or  less 
weakened. 

The  loss  of  one  or  both  legs  will  interfere  with  the  secondary 
powers,  as  the  patient  will  not  be  able  to  bear  down  strongly. 

Treatment. — Eemove  the  cause,  if  possible,  and  wait  on 
Nature  a  reasonable  time,  but  not  indefinitely.  The  primary 
powers  may  be  stimulated  by  hot  stupes  to  the  abdomen  or  by 
massaging  the  uterus.  Ergot  should  not  be  given.  The 
action  of  the  secondary  powers  may  be  assisted  by  applying  a 
tight  abdominal  binder.  In  most  cases  artificial  dehvery  will 
be  necessary  by  forceps,  when  the  head  presents,  or  by  traction, 
if  it  is  a  breech  case.  Care  must  be  taken  to  guard  against 
post-partum  haemorrhage,  especially  when  chloroform  has  been 
administered. 

Delay  from  Faults  in  the  Soft  Passages. — If  the  cervix  is 
elongated,  delay  will  be  caused.  In  the  first  place  it  will  not 
dilate  well,  and  the  membranes  are  apt  to  rupture  early,  thus 
giving  a  long  first  stage,  which  will  probably  lead  to  inertia  in 
the  second  stage.  When  full  dilatation  has  occurred,  the  cervix 
will  not  have  disappeared  as  in  an  ordinary  case,  but  there  will 
be  a  considerable  channel  through  which  the  presenting  part 
must  pass.  Considerable  resistance  will  be  encountered  and 
the  labour  will  be  slow. 

Treatment. — When  Nature  fails,  deliver  artificially.  Do  the 
operatipn  slowly  to  prevent  laceration.  There  will  frequently 
be  a  tendency  for  the  whole  uterus  to  prolapse,  so  the  cervix 
must  be  supported  and  pushed  above  the  presenting  part  during 
delivery. 
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Impaction  of  the  Anterior  Lip  of  the  Cervix. — In  these 
cases  the  anterior  lip  of  the  cervix  is  somewhat  elongated,  and 
it  gets  nipped  between  the  head  and  the  symphysis  pubis.  It 
quickly  becomes  oedematous  from  the  pressure,  and  may  pro- 
trude at  the  vulva. 

Treatment.— Sw'p'povt  the  swollen  lip,  and  press  it  up  over  the 
presenting  part,  especially  between  the  pains. 

Prolapse  of  the  Vagina  and  Cystocele. — A  very  lax 
vaginal  wall  will  obstruct  by  being  prolapsed  before  the  pre- 
senting part.  The  anterior  wall  is  the  one  which  gives  most 
trouble.  Along  with  it  the  bladder  prolapses,  causing  a  cys- 
tocele, and  this  may  seriously  obstruct,  if  there  is  much  urine 
in  the  prolapsed  portion  of  the  bladder. 

Treatment. — -Empty  the  bladder  and  push  the  prolapsed 
portion  above  the  presenting  part  between  the  pains,  and  keep 
it  up  during  the  pains. 

Distention  of  the  Bladder  or  Rectum  has  already  been  re- 
ferred to  as  causing  irregular  contractions  and  interfering  with 
the  action  of  the  secondary  powers.  A  tumour  in  the  rectum 
or  bladder,  or  a  vesical  calculus  would  have  the  same  eifect. 
Besides  the  effect  on  the  contractions  there  would  be  direct 
blocking. 

Treatment. — Empty  the  bladder  or  rectum.  There  will 
probably  be  some  difticulty  in  passing  a  catheter,  but  this  can 
be  done  in  the  interval  between  two  pains  by  pushing  the 
presenting  part  up.  If  it  obstructs,  a  tumour  or  calculus  should 
be  removed. 

Rigidity  of  the  Vagina  and  Perineum. — This  is  usually 
seen  in  primiparce,  especially  in  elderly  ones. 

Treatment. — Hot  sitz-baths,  and  hot  vaginal  douches  assist 
relaxation.  If  an  antiseptic  is  used  in  the  douche,  it  must  not 
be  corrosive  sublimate,  or  more  harm  than  good  will  be  done. 
Lysol  makes  the  best  douche,  as  it  lubricates  the  passage.  Hot 
fomentations  to  the  perineum  are  useful.     When  the  perineum 
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is  very  rigid,  incisions  are  sometimes  made  at  each  side  of  the 
vulva,  but  I  do  not  approve  of  them.  I  prefer  putting  the 
patient  deeply  under  chloroform,  and  delivering  the  head  slowly 
with  forceps.  In  this  way  the  perineum  can  often  be  saved. 
If  it  does  tear,  it  should  be  stitched  at  once.  The  method  of 
supporting  the  perineum  in  natural  delivery,  has  already  been 
described. 

Cicatricial  Contraction  of  the  Vagina. — This  arises  from 
former  tears,  ulcers,  etc.  The  contraction  may  be  so  great,  as 
to  almost  close  the  passage.  As  a  rule,  great  relaxation  and 
softening  occur  duiing  the  labour,  and  in  many  cases  the 
obstruction  will  disappear. 

Treatment. — When  the  constriction  persists,  it  should  be 
freely  incised  in  a  number  of  places.  Delivery  may  be  left  to 
Nature,  but  forceps  will  generally  be  requned.  If  necessary, 
the  parts  may  be  stitched  after  deHvery. 

Persistent  Hymen. — This  condition  is  occasionally  seen. 
In  one  case,  I  found  a  very  strong  fleshy  hymen  with  two  very 
small  openings  in  it.  On  tearing  it  through  it  bled  profusel5% 
and  it  was  necessary  to  catch  and  tie  the  vessels. 

Treatment. — Eupture  the  hymen. 

Vaginismus. — As  a  rule,  this  condition  disappears  as  labour 
advances,  but  I  have  seen  a  case  where  it  was  impossible  to 
make  a  vaginal  examination  without  giving  chloroform.  I 
made  one  examination  at  the  commencement  of  labom",  and 
then  allowed  matters  to  take  theii-  com'se  for  about  fifteen 
hours.  I  then  chloroformed  the  patient  again,  and  found  the 
OS  fully  dilated,  so  I  delivered  with  forceps.  The  patient  was 
completely  cured  of  her  vaginismus. 

Tumours  of  the  Vagina  or  Vulva. — You  may  have  a 
solid  tuirour  in  the  vaginal  wall,  but  cysts  are  more  frequently 
found.  In  the  vulva  you  may  have  a  haematoma.  The 
following  case  will  illustrate  this.  The  patient,  a  primipara, 
was  brought  into  the  hospital  on  account  of  a  large  haematoma 
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of  the  right  side  of  the  vulva.  The  second  stage  of  labour  was 
well  advanced,  and  the  head  low  down,  but  further  progress 
was  blocked  by  the  haematoma,  which  was  nearly  as  large  as 
a  foetal  head.  A  free  incision  was  made,  and  the  clot  turned 
out.  There  was  some  oozing,  but  no  bleeding  from  large 
vessels.  The  child  was  delivered  with  forceps,  and  the  large 
gaping  wound  stitched  up  from  the  bottom  by  a  continuous 
catgut  suture.     The  wound  healed  by  first  intention. 

Venereal  ^X/"arts  of  the  vulva  may  form  a  serious  obstruc- 
tion, as  they  are  sure  to  be  exceedingly  septic.  The  following 
case  is  probably  a  unique  one,  as  the  patient,  a  primipara, 
had  a  lateral  placenta  praevia.  The  whole  of  the  viilva  was 
covered  with  large  warty  growths,  which  also  encircled  the 
anus.  The  mass  was  exactly  like  a  cauliflower,  and  larger  than 
a  fist.  Most  of  the  masses  had  narrow  pedicles,  but  a  number, 
especially  on  the  posterior  vaginal  wall,  just  within  the  four- 
chette,  were  sessile.  They  were  evidently  gonorrhoeal,  and  were 
very  septic.     They  had  been  growing  for  about  four  months. 

After  cleansing  the  mass  as  thoroughly  as  possible,  I  plugged 
the  vagina  to  control  the  bleeding  from  the  placenta  prgevia, 
and  removed  the  entire  mass,  stitching  up  each  incision  as  I 
went  on.  The  bleeding  was  free,  but  the  stitches  controlled  it. 
As  the  OS  was  sufficiently  dilated  by  this  time,  I  turned  and 
deUvered  the  foetus.     It  was  alive,  but  too  premature  to  survive. 

The  patient  remained  free  from  sepsis,  and  all  the  incisions, 
except  those  round  the  anus,  healed  by  first  intention. 

Treatment  of  Tumours  of  the  Vagina  and  Vulva. — Solid 
tumours  should  be  removed,  and,  if  practicable,  cysts  also. 
The  latter  may  be  incised  to  evacuate  the  contents.  It  may 
be  possible  to  drag  the  head  past  the  tumour,  but  this  should 
not  be  done,  as  the  crushing  of  the  tumour  will  cause  sub- 
sequent sloughing,  and  the  patient  be  exposed  to  great  risk 
from  sepsis.  After  the  child  is  delivered  the  part  should  be 
stitched,  or  plugging  may  be  used. 
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Obstruction  of  Labour  by  Tumours  of  the  Uterus. — 

Tumours  of  the  uterus  itself  often  prevent  conception,  and 
when  conception  occurs  the  pregnancy  may  be  interrupted, 
hut  in  some  cases  full  time  is  reached.  The  effect  upon  the 
labour  will  depend  upon  the  position,  size,  and  consistence  of 
the  tumour.  An  interstitial,  or  subserovis  fibroid  is  the  usual 
form  of  tumour  met  with.  The  submucous  variety,  as  a  rule, 
prevents  conception,  Ijut  it  is  occasionally  met  with,  especially 
in  conjunction  with  one  of  the  other  forms.  A  malignant 
tumour  of  the  body  of  the  uterus  would  prevent  conception, 
or  if  conception  should  occur,  an  early  abortion  would  be  sure 
to  result. 

If  the  tumour  is  situated  low  down,  even  although  it  may 
not  be  very  large,  it  will  be  almost  sure  to  obstruct,  unless  it 
is  sufficiently  movable  to  allow  of  its  being  pushed  above  the 
brim  of  the  pelvis.  A  small  tumour,  or  even  a  fairly  large  one, 
situated  high  up  in  the  uterus,  may  not  seriously  obstruct  the 
labour  by  actual  blocking,  but  it  will  interfere  with  the  uterine 
contractions,  and  probably  so  displace  the  uterus,  as  to  cause 
a  deviation  in  the  uterine  axis. 

The  first  stage  of  labour  is  usually  interfered  with  and  pro- 
longed, and,  if  the  tumour  be  a  large  one  in  the  lower  part  of 
the  uterus,  dilatation  may  be  prevented.  It  is  usually  in  the 
second  stage  that  the  most  difficulty  arises.  In  the  third 
stage  there  is  considerably  more  risk  from  post-partum  haemor- 
rhage than  in  an  ordinary  case. 

Diagjwsu. — This  is  not  usually  difficult.  It  will  be  easy  to 
make  out  a  hard  mass  connected  with  the  uterus.  If  it  is  low 
down,  it  will  be  easily  felt  per  raijinam  distinct  from  the  pre- 
senting part. 

Prognosis. — If  the  lumoui-  is  likely  to  obstruct  the  passage, 
the  condition  will  be  very  serious,  but  if  it  is  high  up,  the  risk 
will  not  be  very  great.  There  is  considerable  risk  of  post- 
partum haimorrhage,  and,  if  there  should  be  any  bruising  of  the 
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tumour  during  labour,  sepsis  is  apt  to  supervene,  and  the  con- 
dition will  then  become  a  very  grave  one.  The  risk  to  the 
child  will  be  considerable,  and  will  depend  upon  the  amount  of 
obstruction,  and  the  method  of  deHvery  which  has  to  be  adopted. 

The  following  cases  will  illustrate  some  of  the  important 
points  : — 

Case  I. — A  primipara,  get.  thirty-two,  was  seen  by  me  in 
consultation.  Prior  to  her  pregnancy  she  had  been  treated  by 
her  medical  attendant  for  fibroids  of  the  uterus.  There  were 
several  small  tumours  in  different  parts  of  the  uterine  wall. 
When  I  saw  her,  the  os  was  fully  dilated,  and  the  head  pre- 
senting. The  first  stage  of  labour  had  been  somewhat  tedious. 
None  of  the  tumours  were  low  down,  so  there  was  no  ob- 
struction. The  patient  was  beginning  to  show  indications 
of  exhaustion,  so  chloroform  was  administered,  and  I  easily 
delivered  a  live  child  by  means  of  axis  traction  forceps.  When 
the  placenta  came  away  the  entire  chorion  was  left  behind.  It 
was  very  adherent,  and  had  to  be  removed  bit  by  bit.  The 
bleeding  was  free  but  not  alarming,  and  was  easily  controlled 
by  a  hot  douche  and  a  hypodermic  of  ergot.  She  made  a  good 
recovery. 

Case  II. — A  primipara,  tet.  thu'ty-eight,  seen  in  consultation. 
As  her  usual  attendant  was  absent  on  holiday,  I  received  no 
history  of  the  presence  of  tumours.  The  uterus  was  very  large, 
and  at  its  upper  part  there  were  two  distinct  rounded  masses 
which  felt  very  like  foetal  heads.  A  breech  presented,  so  the  case 
looked  very  like  one  of  twins.  Under  chloroform,  an  extremely 
large  child  was  delivered  alive  without  much  difficulty.  The 
second  mass  at  the  fundus  was  then  seen  to  be  a  fibroid.  As 
the  placenta  could  not  be  expressed,  the  hand  was  passed  into 
the  uterus,  and  a  second  fibroid  was  found  low  down  on  the 
posterior  uterine  wall,  blocking  the  way.  The  chorion  was 
adherent  all  over,  as  in  case  i.  The  lower  fibroid  was  about 
the  size  of  a  closed  fist.     It  was  submucous,  and  I  could  easilv 
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have  shelled  it  out,  but  decided  to  leave  it.  It  was  remarkable 
that  it  had  not  obstructed  the  descent  of  the  head.  The  upper 
tumour  was  a  subserous  one.    There  was  very  little  loss  of  blood. 

The  patient  made  a  good  recovery.  She  was  quite  unaware 
of  the  presence  of  the  tumours. 

Case  III. — Mrs.  H.,  v. -para,  aet.  thirty-six.  This  patient 
was  sent  into  the  hospital  with  a  history  of  pretty  severe  ante- 
partum haBmoi'rhage.  The  bleeding  had  commenced  in  the 
morning,  and  had  continued  more  or  less  throughout  the  day. 
She  had  evidently  lost  a  good  deal  of  blood.  Her  pulse  was 
144,  and  the  temperature  97"2°  F.  The  cord  was  prolapsed  and 
pulseless. 

On  examining  her,  I  found  the  cervix  dilated,  and  tlie  head 
partially  engaged.  To  the  right  and  behind  the  cervix  there 
was  a  flattened-out  tumour  partially  blocking  the  passage.  It 
felt  very  like  a  fibroid  in  the  lower  part  of  the  posterior  wall  of 
the  uterus  ;  but  it  might  possibly  have  been  a  dermoid  of  the 
ovary.  Delivery  was  effected  by  forceps  after  perforation.  If 
the  child  had  been  alive,  I  might  possibly  have  delivered  it  with 
forceps.  A  hot  douche  checked  all  bleeding.  She  was  stimulated 
with  strychnine  hypodermically.      She  made  a  good  recovery. 

Case  IV. — Mrs.  M.,  ix.-para,  aet.  forty-three,  full  time,  was 
sent  into  hospital  almost  moribund  from  haemorrhage.  The 
uterus  was  tonically  contracted,  and  a  small  subserous  fibroid 
was  felt  about  the  level  of  the  umbilicus.  The  cord  was  pro- 
lapsed and  pulseless.  A  vaginal  examination  revealed  a  large 
fibroid  completely  blocking  the  cavity  of  the  pelvis.  The  os 
was  high  up  and  to  the  front  at  the  level  of  the  top  of  the 
symphysis  pubis.      It  admitted  two  fingers  transversely. 

The  doctor,  who  sent  her  in,  had  attended  her  in  all  her 
former  labours,  which  had  been  normal ;  but,  so  far  as  we 
could  learn,  had  not  known  of  the  presence  of  the  tumour 
until  he  was  called  to  her  at  the  commencement  of  the  present 
labour.      He  had  unfortunatelv  not  recognised  the  gravitv  of 
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the  condition  when  he  saw  her  first,  but  had  ruptured  the 
membranes  to  check  the  bleeding.  This  had  checked  the 
bleeding,  but  it  had  allowed  the  cord  to  prolapse. 

Some  seventeen  years  before  the  patient  had  torn  her  urethra 
by  falling  against  something.  This  had  been  successfully  re- 
paired. She  had  a  large  recto-vaginal  fistula,  but  whether  or 
not  it  was  the  result  of  the  same  accident  we  could  not  ascer- 
tain. Her  last  child  had  been  born  two  years  before  without  any 
difficult3^  Her  periods  had  been  profuse,  but  she  had  never 
flooded.  During  the  present  pregnancy  she  had  been  under 
treatment  for  dropsy.  We  found  a  considerable  amount  of 
albumin  in  her  urine. 

The  case  appeared  utterly  hopeless.  Craniotomy  was  out  of 
the  question,  so  there  was  no  alternative  but  to  leave  her  to 
die  undelivered,  or  to  do  an  extirpation,  or  a  Porro's  operation. 
I  decided  to  do  the  latter  as  quickly  as  possible. 

On  opening  the  abdomen,  it  was  impossible  to  get  an  elastic 
ligature  round  the  uterus  before  emptying  it,  so  it  was  incised 
and  the  child  removed.  The  tumour  was  attached  so  low  down 
on  the  posterior  wall,  and  so  jammed  in  the  pelvis,  that  con- 
siderable difiiculty  was  experienced  in  getting  it  up  and  putting 
an  elastic  ligature  round  the  cervix.  The  tumour  and  uterus 
were  cut  away,  and  the  stump,  clamped  with  a  wire  ecraseur, 
was  fixed  in  the  lower  end  of  the  wound  with  pins.  The  outer 
part  of  the  broad  ligaments  had  to  be  stitched.  About  a  quart 
of  normal  saline  solution  was  left  in  the  peritoneal  cavity.  The 
abdominal  wound  was  closed  in  the  usual  way.  She  stood  the 
operation  well,  but  was  sick  for  twenty-four  hours.  Unfor- 
tunately we  could  not  feed  her  by  the  rectum,  as  the  fistula 
prevented  retention.  She  did  very  well  for  forty  hours,  and  we 
were  beginning  to  have  hopes  of  her  recovery  when  she  sud- 
denly collapsed  and  died  within  an  hour,  apparently  from  delayed 
shock.     There  was  no  haemorrhage. 

I  was  not  surprised  at  tlie  result,  as  I  scarcely  expected  the 
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patient  would  leave  the  operating  table  alive.  Had  we  got  hei- 
fer treatment  when  labour  first  commenced,  there  would  have 
been  a  good  chance  to  save  both  mother  and  child,  l)ut  to  do 
such  a  serious  operation  on  an  almost  pulseless  patient  gave 
only  an  exceedingly  faint  hope  of  saving  her. 

TreMvient  in  labours  complicated  luitlt  fihrouh  of  the  uterus. 
— The  treatment  to  be  adopted  will  depend  upon  the  situation 
and  size  of  the  tumour.  Small  tumours  situated  high  in  the 
uterine  wall  will  not,  as  a  rule,  call  for  any  severer  operation 
than  forceps  or  turning.  Neither  will  large  tumours  in  the 
same  situation,  unless  they  have  grown  downwards  sufficiently 
to  partially  or  wholly  obstruct  the  inlet.  The  difficult  cases 
are  those  in  which  the  tumour  or  tumours  are  situated  low 
down,  so  that  they  partially  or  entirely  obstruct  the  brim.  If 
the  tumour  has  a  pedicle  which  will  allow  of  its  being  pushed 
out  of  the  way,  this  may  be  done,  and  delivery  effected  l)v 
forceps  or  version,  but  if  the  tumour  is  immovable  one  should 
not  attempt  to  deliver  by  the  natural  passages,  unless  there  is 
sufficient  room  to  allow  of  the  passage  of  the  child  without 
much  pressure  being  exerted  on  the  tumour.  If  the  child  is 
dead,  craniotomy  should  be  done  as  in  case  iii.  In  that  case, 
if  the  child  had  been  alive,  I  might  possibly  have  delivered 
it  with  forceps,  but  there  would  have  l)een  some  risk  from 
pressure.  Where  it  is  quite  evident  that  the  child  cannot 
be  delivered  without  exerting  undue  pressure  and  the  child  is 
still  alive,  an  abdominal  section  should  be  done,  and  the  uterus 
and  tumour  removed  either  by  Porro's  operation,  total  extir- 
pation, or  by  treating  the  stump  extraperitoneally  by  stitching 
the  peritoneum  over  it,  as  described  on  page  388.  In  cases  of 
complete  obstruction,  no  matter  whether  the  child  be  dead  or 
alive,  the  abdominal  operation  must  necessarily  be  done. 

When  delivery  is  effected  by  the  natural  passages,  post- 
partum haemorrhage  must  be  guarded  against.  In  two  of  my 
cases  the  chorion  was  completely  adherent. 
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During  the  puerperium  sepsis  may  occur,  and  if  it  does  the 
outlook  for  the  patient  will  he  serious.  I  am  now  referring 
to  cases  where  delivery  has  been  by  the  natural  passages.  In 
such  a  case,  I  would  be  incHned  to  extirpate  the  uterus  and 
tumour  at  the  first  indication  of  any  serious  septic  absorption. 

Involution  will  occur  in  the  tumour  as  well  as  in  the  uterus. 

Obstruction  from  Tumours  of  the  Adnexa. — Solid  or 
cystic  tumours  of  the  adnexa  may  obstruct  labour  as  seriously 
as  tumours  of  the  uterus  itself.  The  amount  of  obstruction 
will  depend  upon  the  position,  size,  and  consistence  of  the 
mass.  As  cystic  tumours  are  liable  to  have  more  or  less  of 
a  pedicle,  they  are  very  apt  to  be  pushed  down  in  front  of  the 
presenting  part,  especially  when  they  are  of  a  medium  size. 
Twisting  of  the  pedicle  is  liable  to  occur  during  the  pregnancy, 
and  especially  during  labour,  and  this  may  lead  to  very  serious 
results  if  the  tumour  is  not  promptly  removed  before  necrosis 
sets  in.  Ovarian  or  other  tumours  will  interfere  with  the  first 
stage  of  labour  in  the  same  way  as  fibroids  do,  and  if  the 
tumour  is  prolapsed  into  the  pelvis,  it  may  completely  block 
the  passage,  and  not  only  prevent  dilatation  of  the  cervix,  but 
also  the  passage  of  the  child.  Besides  the  risk  of  twisting 
of  the  pedicle,  the  tumour  may  he  so  injured  by  pressure  as  to 
afterwards  become  gangrenous  ;  it  may  be  ruptured ;  and  in  a 
few  rare  cases,  especially  of  dermoids,  it  has  even  been  forced 
through  the  posterior  fornix,  and  expelled  at  the  time  of  labour. 

Case  I.  Parovarian  Cyst. — Mrs.  T.,  i.-para,  aet.  twenty-five. 
When  first  seen,  this  patient  was  well  on  in  the  first  stage  of 
labour.  The  head  was  partially  fixed  in  the  brim.  Immedi- 
ately below  the  promontory,  a  flattened-out  cystic  tumour  about 
the  size  of  a  small  orange  was  felt.  It  could  be  very  distinctly 
felt  through  the  rectum.  It  seemed  to  me  to  be  a  simple  thin- 
walled  cyst,  probably  a  parovarian  one.  The  obstruction  was 
not  very  great,  but  the  cyst  could  not  be  pushed  up  past  the 
head,  as  it  was  caught  below  the  promontory.  As  there  seemed 
17 
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to  me  to  be  room  for  the  head  to  pass,  I  decided  to  use  forceps 
cautiously.  Keeping  my  finger  against  the  cyst,  I  made  traction, 
and  as  the  head  began  to  advance,  I  suddenly  felt  the  cyst  rup- 
ture. Delivery  of  a  live  child  was  easily  effected.  The  patient 
did  not  suffer  in  the  least  from  the  sudden  rupture.  She  made 
a  good  recovery. 

I  think  the  result  showed,  that  the  diagnosis  of  a  parovarian 
cyst  had  been  correct. 

Case  II.  Ovarian  Cyst. — Mrs.  S.,  i.-para,  set.  thirty,  was 
first  seen  by  me  in  consultation,  when  she  was  eight  months 
pregnant.  She  had  a  tumour  of  the  right  ovary  about  the  size 
of  a  large  orange.  It  had  a  fairly  long  pedicle.  No  incon- 
venience had  been  experienced  from  it  until  a  day  or  two  before 
I  saw  her,  when  she  had  been  seized  with  severe  pain  after 
doing  some  heavy  work.  Her  medical  attendant  found,  that  the 
tumour  had  slipped  down  in  front  of  the  uterus.  He  was  able 
to  push  it  up.  When  I  saw  her,  the  tumour  was  well  up  and 
quite  movable.  The  pain  had  lessened  considerably.  It  looked 
as  if  there  had  been  some  twisting  of  the  pedicle,  which  had 
been  relieved  by  replacing  the  tumour. 

The  question  we  had  to  decide  was  whether  or  not  to  operate. 
If  the  pedicle  was  twisted,  an  operation  was  called  for  at  once  ; 
but  as  there  was  no  increase  in  the  size  of  the  tumour,  and  the 
pain  had  almost  gone,  and  the  temperature  and  pulse  were  nor- 
mal, we  decided  to  wait  and  watch  the  patient  carefully. 

She  went  to  full  time  and  was  easily  delivered  with  forceps 
as  the  tumour  did  not  obstruct.     She  made  a  good  recovery. 

Case  III.  Snppuratiijg  Dermoid  of  the  Left  Ovary,  and 
Obstruction  of  the  Bowels  from  Adhesions. — Mrs.  McC,  aet. 
thirty-nine,  xix.-para,  was  brought  to  hospital  in  a  very  col- 
lapsed and  hopeless  condition.  She  had  been  in  labour  for 
four  days,  and  during  that  time  there  had  been  no  movement 
of  the  bowels.  The  abdomen  had  been  steadily  increasing  in 
size,  and  vomiting  had  been  incessant  for  the  last  day  or  so. 
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She  was  seriously  collapsed,  with  a  very  feeble  pulse,  and  an 
anxious  pinched  expression.  The  abdomen  was  extremely  dis- 
tended. No  distinct  tumour  other  than  the  uterus  could  be  felt. 
The  vomit  was  distinctly  fgecal.  The  os  was  partially  dilated, 
and  the  head  presenting. 

I  dilated  the  cervix  manually,  and  delivered  a  dead  child  by 
version.  The  patient  was  very  freely  stimulated  by  means  of  a 
large  saline  injection  under  the  breast  and  strychnine  hypoder- 
mically.  An  oblong,  indistinct  swelling  could  now  be  made  out 
to  the  left  of  the  uterus,  but  it  was  impossible  to  say  whether 
it  was  a  tumour  or  bowel  distended  with  faeces.  A  very  large 
enema  was  given  as  high  up  into  the  bowel  as  possible,  but 
failed  to  bring  away  any  faeces. 

Two  hours  after  delivery,  I  opened  the  abdomen.  A  large 
number  of  adhesions  were  found,  and  to  the  left  and  above  the 
uterus  an  oblong  cyst  of  the  left  ovary  was  discovered.  It  was 
firmly  attached  to  the  bowel  by  adhesions.  The  bowel  was 
narrowed  for  one  inch  to  about  one  half  its  lumen.  It  was 
very  dark  in  colour.  In  separating  the  strongest  adhesion  the 
cyst  wall,  which  was  very  friable,  gave  way,  and  fcEtid  pus 
escaped.  When  the  cyst  was  removed,  it  was  found  to  be  a 
suppurating  dermoid  of  the  left  ovary.  The  abdomen  was  well 
flushed  with  normal  saline  solution,  and  a  large  quantity  of  the 
solution  allowed  to  remain  in  the  peritoneal  cavity.  As  the 
bowel  was  patent,  although  narrowed,  it  was  not  touched. 

The  patient  regained  consciousness,  but  never  rallied.  She 
died  six  hours  later,  I  opened  the  wound  after  death  and 
removed  the  constricted  bit  of  bowel.     It  was  quite  patent. 

We  subsequently  learned  from  the  friends  of  the  patient,  that 
early  in  pregnancy  this  tumour  had  lieen  discovered  at  the 
Victoria  Infirmary,  and  she  had  been  advised  to  have  it  re- 
moved, but  had  declined.  Although  the  patient  and  all  her 
friends  were  quite  aware  of  the  presence  of  the  tumour,  for 
some  reason  or  other  they  refrained  from  mentioning  the  fact 
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either  to  those  who  saw  the  patient  before  she  was  sent  into 
hospital,  or  to  any  of  us  in  the  hospital,  until  after  I  had 
operated.  I  suppose  it  was  the  dread  of  an  operation  which 
had  kept  them  quiet.  If  the  patient  had  been  operated  on  early 
in  labour,  she  wovdd  have  had  a  good  chance  of  recovery,  but 
it  was  utterly  hopeless  after  four  days  of  obstiiiction  of  the 
bowels.  The  best  time  to  have  dealt  with  this  tumour  was 
early  in  pregnancy,  when  it  was  first  discovered  at  the  Victoria 
Infirmary. 

It  is  rather  remarkable  that  this  patient  should  have  passed 
through  eighteen  labom's  without  any  difficulty,  and  apparently 
without  the  tumom^  having  been  discovered.  I  do  not  think 
she  had  ever  been  attended  by  a  medical  man. 

Treatment  of  Tumours  of  the  Adnexa. — If  the  tumom"  is 
discovered  early  in  pregnancy  it  should  be  removed  at  once, 
even  although  it  is  small,  as  the  risk  of  twisting  of  the  pedicle  ■ 
is  considerable.  If  the  pedicle  should  become  twisted,  im- 
mediate operation  is  caUed  for.  If  the  tumour  is  not  dis- 
covered until  within  a  few  weeks  of  full  time,  I  should  be 
inchned  to  wait  to  full  time,  unless,  of  com'se,  there  should 
be  a  good  reason  for  operating  at  once.  The  reason  for  this 
is,  that  the  abdominal  wound  would  not  have  time  to  become 
consolidated  before  labour  came  on,  and  it  would  probably 
yield. 

In  cases  where  full  time  has  been  reached,  and  labour  has 
come  on,  one  must  be  guided  by  much  the  same  principles  as 
with  tumours  of  the  uterus  itself.  If  the  tumour  is  high  up 
no  great  difficulty  may  be  expeiienced,  but  if  it  is  actually 
obstructing,  one  should  try  to  push  it  up  out  of  the  brim,  so 
as  to  allow  of  the  passage  of  the  child.  If  this  cannot  be 
done,  or  if  there  is  likely  to  be  injurious  pressure  during 
delivery,  delivery  should  not  be  attempted  through  the  natural 
passages  until  the  tumom'  has  been  removed  by  abdominal 
section.     Tapping  the  tumour  through  the  vagina  or  abdominal 
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wall  has  been  advised,  iDut  this  is  not  a  proceeding  I  would 
care  to  adopt.  With  a  small  tumour  in  Douglas's  pouch,  the 
vaginal  method  of  operation  could  be  adopted.  When  the 
tumour  has  been  removed,  delivery  should  be  effected  through 
the  natural  passages. 

In  cases  where  delivery  has  occurred,  and  a  fairly  large 
tumour  is  left,  the  question  of  operating  immediately,  during  the 
puerperium,  or  some  time  later,  will  have  to  be  settled.  On  the 
whole,  I  should  be  inclined  to  wait  until  the  puerperium  was 
over,  unless  there  was  evidence  of  bruising  of  the  tumour,  or 
twisting  of  the  pedicle,  when  immediate  operation  would  be 
called  for.  A  sudden  increase  in  the  size  of  the  tumour,  or 
great  pain  in  it,  would  be  urgent  indications  for  operation. 

Tumours  connected  with  organs  other  than  those  of  the 
pelvis  might  easily  cause  serious  obstruction.  For  instance,  a 
movable  kidney,  or  the  rare  condition  of  a  horseshoe  kidney, 
might  easily  block  the  passage  into  the  brim.  I  have  never 
met  with  a  case,  but,  if  I  should,  I  would  treat  it  by  doing  an 
abdominal  section,  if  the  obstruction  could  not  be  pushed  out 
of  the  way. 

Hernia  into  Douglas's  Pouch. — The  bowel  is  sometimes 
prolapsed  into  Douglas's  pouch  before  the  presenting  part.  A 
softish,  gurgling,  oblong  mass  will  be  felt. 

It  can  usually  be  pushed  out  of  the  way,  but,  if  not,  delivery 
should  be  hastened  by  artificial  means,  so  as  to  relieve  the 
pressure.  In  pushing  any  obstruction  out  of  the  pelvis,  the 
knee-elbow  position  will  assist  matters,  but  when  the  patient 
is  under  chloroform,  it  is  difficult  to  place  her  in  this  position. 
The  Trendelenlnu-g  position  should  then  be  tried. 


CHAPTER  XXT. 

DELAY  FROM  OBSTRUCTION  IN  THE  PELVIS. 

Methods  of  Diagnosing  a  Contracted  Pelvis — Measurement  of  a  Contracted 
Pelvis — Method  of  Increasing  the  Length  of  the  True  Conjugate, 
during  Delivery  (Walcher  Position) — Risks  to  the  Mother  during 
Pregnancy  and  Labour — Abnormal  Pelvis  (^quabiliter  Justo  Major 
Pelvis)  —  Contracted  Pelvis  (.^quabiliter  Justo  Minor  Pelvis)  — 
Generally  Contracted  Rickety  Pelvis — Antero-Posterior  Contraction — 
Flat  Rickety  Pelvis  —  Diagnosis  of  a  Flat  Pelvis  ~  Mechanism  of 
Labour  in  a  Flat  Pelvis — Forceps  versus  Turning — Injuries  to  the 
Skull,  etc.,  during  Delivery — Cases — The  Pelvis  of  Congenital  Dis- 
locations ot  Both  Hips — Split  Pelvis — Case  of  Exstrophy  of  Bladder 
and  Split  Pelvis — Spondylolisthetic  Pelvis. 

This  is  usually  caused  by  contraction  of  one  or  more  of  the 
diameters  of  the  pelvis,  either  at  the  brim  or  outlet,  or  at 
both.  The  contraction  may  be  from  deformity  of  the  pelvis, 
or  from  a  tumour.  The  former  condition  is  much  commoner 
than  the  latter. 

The  commonest  form  of  contracted  pelvis  met  with  in  Glas- 
gow is  the  flat  rickety.  In  the  Maternity  Hospital  fully  10  per 
cent,  of  our  cases  present  this  deformity  in  a  marked  degree, 
and  many  others  slightly. 

Methods  of  Diagnosing  a  Contracted  Pelvis. — ^Many  of 
the  women  show  more  or  less  deformity  of  the  legs,  or  spine, 
or  of  both.  The  arms  may  also  be  deformed,  and  the  forehead 
be  heavy  and  square.  In  most  cases  the  abdomen  will  be 
pendulous.  If  a  primipara  is  observed  to  have  a  pendulous 
abdomen,  contraction  of  the  pelvic  brim  should  be  at  once 
(262) 
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suspected.  Deformity  of  the  legs  or  spine  does  not,  however, 
invariably  mean  deformity  of  the  pelvis,  as  one  occasionally 
sees  cases  of  even  marked  deformity  of  these  without  the 
pelvis  being  affected.  Abdominal  palpation  is  a  very  valuable 
method  of  diagnosis,  especially  at  or  near  full  time,  when  the 
head  presents.  The  disproportion  between  the  size  of  the 
head  and  the  brim  of  the  pelvis  can  easily  be  made  out. 

Measurement  of  a  Contracted  Pelvis. — The  most  impor- 
tant external  measurements  are  the  intercristal  and  inter- 
spinous.  These  will  be  found  to  be  abnormal,  but  not 
necessarily  shortened  (in  some  instances,  as  in  flat  pelves, 
they  may  be  actually  increased).  In  a  normal  pelvis  the 
difference  between  these  two  diameters  should  be  about  1  in. 
With  a  contracted  pelvis,  especially  a  flat  one,  this  difference 
will  not  exist.  The  interspinous  diameter  will  be  nearly,  or 
quite  as  great  as  the  intercristal  one.  The  external  conjugate 
diameter  is  measured  from  just  below  the  tip  of  the  spine 
of  the  last  lumbar  vertebra  to  the  front  of  the  pubis.  As  a 
guide  to  the  length  of  the  true  conjugate  it  is  very  fallacious, 
as  it  is  impossible  to  estimate  how  much  should  be  deducted 
for  the  thickness  of  the  pelvis  behind,  and  the  symphysis  in 
front.  Oblique  and  transverse  measurements  are  also  made, 
but  they  are  of  very  httle  use.  The  important  external 
measurements  are  the  intercristal  and  interspinous,  i.e.,  the 
distance  between  the  widest  points  of  the  iliac  crests  and 
spines.  In  a  normal  pelvis  the  former  should  be  1  in.  longer 
than  the  latter.     A  fair-sized  pelvis  would  give  11  and  10  in. 

The  most  important  diameter  of  all  is  the  diagonal  conjugate, 
as  from  it  a  very  accurate  estimate  of  the  true  conjugate  can  be 
made.  It  is  measured  from  the  centre  of  the  promontory  to  the 
lower  edge  of  the  symphysis.  In  a  normal  pelvis  it  is  half  an 
inch  longer  than  the  true  conjugate,  but  in  deformed  pelves 
three-quarters  of  an  inch  should  be  allowed,  on  account  of  the 
greater  thickness  and  depth  of  the  symphysis  pubis.      In  the 
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living  subject  the  diagonal  conjugate  can  be  easily  measured, 
especially  if  the  patient  is  anaesthetised.  Various  pelvimeters 
have  been  invented  for  taking  the  measurement,  but  none  of 
them  are  better  than — nor  in  my  estimation  as  good  as — the 
fingers.  The  measurement  can  be  taken  with  the  patient  lying 
either  on  her  back  or  left  side.  The  fore  and  middle  finger  of 
one  hand  are  passed  into  the  vagina  and  pressed  up  until  the 
tip  of  the  middle  finger  touches  the  centre  of  the  promontory. 
The  position  of  the  lower  edge  of  the  symphysis  pubis  is  then 
marked  on  the  edge  of  the  hand  with  the  nail  of  the  forefinger 
of  the  other  hand.     The  distance  from  this  point  to  the  tip  of 


Pig.  11. — Measuring  the  diagoual  conjugate  (Fothergill). 

the  middle  finger  gives  the  length  of  the  diagonal  conjugate. 
By  sul)tracting  three-quarters  of  an  inch  from  this  in  an  ab- 
normal pelvis,  you  get  a  very  fair  estimate  of  the  length  of  the 
true  conjugate.  In  a  normal  pelvis  it  is  difficult  to  reach  the 
promontory,  unless  your  fingers  are  exceptionally  long  ;  there- 
fore, in  every  case  in  which  the  promontory  is  reached  with 
ease,  some  contraction  is  likely  to  exist.  On  the  other  hand, 
if  you  cannot  reach  it,  you  may  feel  pretty  confident  that  the 
conjugate  is  not  contracted. 

In  some  cases   a  double   promontory  is   met  with,   or  there 
may  be  a  ridge  on  the  sacrum  which  feels  ver}-  like  the  pro- 
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montory,  so  care  must  be  taken  to  make  sure  that  you  have 
reached  the  centre  of  the  true  promontory,  i.e.,  the  higher  one. 

The  most  accurate  method  of  gauging  the  size  of  the  con- 
jugate is  by  passing  the  fingers  or  the  closed  hand  in,  and 
rotating  the  hand  into  the  conjugate.  If  the  conjugate  will 
allow  the  hand  to  pass  easily  the  thumb  may  be  placed  by  the 
side  of  the  hand,  and  the  exact  size  estimated.  My  hand 
happens  to  be  small  and  only  measures  3  in.  across  the  knuckles, 
so  that,  when  I  find  it  will  just  pass,  I  know  I  have  to  deal 
with  a  3  in.  conjugate.  If  you  know  the  size  of  your  hand 
you  need  no  other  measure.  This  examination  can  only  be 
made  under  chloroform,  and  is  best  done  when  the  os  is  fully 
dilated.     After  delivery  it  is  very  easily  made. 

When  measm-ing  the  size  of  the  conjugate,  one  should  always 
explore  the  shape  of  the  inlet  by  sweeping  the  fingers  round.  One 
side  of  the  pelvis  may  be  found  to  be  quite  roomy.  The  size  of 
the  arch  of  the  pubes  should  also  be  estimated,  and  the  curve 
of  the  sacrum  and  amount  of  projection  and  movability  of  the 
coccyx.  The  distance  between  the  ischial  tuberosities  should 
also  be  ascertained.  After  some  experience  one  can  very  quickly 
form  an  estimate  of  the  size  and  shape  of  a  pelvis,  and  the 
likelihood  of  difficulties  arising  during  labour. 

Method  of  Increasing  the  Length  of  the  True  Con- 
jugate during  Delivery. — The  sacro-iliac  joints  do  not  admit 
of  much  movement,  but  when  weight  is  applied  to  the  front  of 
the  innominate  bones  they  allow  of  a  certain  amount  of  rotation 
of  these  bones.  By  placing  the  patient  in  the  Walcher  posi- 
tion, it  is  possible  to  enlarge  the  true  conjugate  about  one-third 
of  an  inch.  The  patient  must  lie  on  her  back  with  her  hips 
at  the  edge  of  the  bed  or  table,  and  her  legs  hanging  down. 
The  feet  must  not  touch  the  floor  or  be  supported  in  any  way. 
The  weight  of  the  legs  drags  on  the  front  of  the  pelvis,  princi- 
pally through  the  Y  hgament  of  Bigelow.  The  innominate 
bones  are  thus  dragged  down  from  the  sacrum,  rotation  taking 
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place  round  the  sacro-iliac  joints.  The  symphysis  pubis  is 
drawn  down  and  away  from  the  promontory,  and  the  true  con- 
jugate is  lengthened  about  one-third  of  an  inch.    The  conjugate  at 


the  outlet  is  sUghtly  decreased  as  the  symphysis  pubis  is  brought 
nearer  the  coccyx,  so  that,  as  soon  as  the  head  has  passed  the 
brim,  the  patient  should  be  placed  in  the  ordinary  position  to 
complete  delivery.     The  gain  of  only  one-third  of  an  inch  may 


il 
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not  seem  very  much,  but  when  the  pelvis  is  contracted  it  will 
often  enable  you  to  deliver  a  live  child  when  this  could  not  be 
done  in  the  ordinary  obstetric  position. 

The  pelvis  may  also  be  enlarged  by  the  opening  up  of  the 
symphysis  pubis,  either  accidentally  or  by  the  operation  of 
symphysiotomy.  I  have  only  once  seen  this  happen  accident- 
ally, in  the  delivery  of  an  after-coming  head  by  suprapubic 
pressure  through  a  flattened  pelvis. 

Risks  to  the  Mother  during  Pregnancy  and  Labour. — 
During  pregnancy  the  head  is  prevented  from  sinking  into  the 
pelvis,  and  as  a  consequence  the  uterus  is  high  in  the  abdomen. 
The  interabdominal  pressure  is  thus  increased,  and  the  uterus 
is  very  liable  to  deviate  to  one  or  other  side,  or  more  frequently 
forwards,  causing  a  pendulous  abdomen.  The  patient  will  thus 
suffer  from  pressure  symptoms.  During  labour  the  head  may 
not  fit  into  the  brim,  so  the  bag  of  membranes  will  protrude 
in  a  sausage  shape  and  rupture  early,  and  dilatation  be  much 
delayed,  or  even  prevented,  if  the  head  is  unable  to  descend. 
If  the  contractions  continue,  the  lower  uterine  segment  will 
thin  out,  and  Bandl's  ring  become  apparent.  There  is  then 
great  risk  of  rupture  of  the  uterus.  If  there  is  room  the  foetus 
may  ultimately  be  expelled,  but  its  head  will  be  excessively 
moulded,  and  the  bones  sometimes  indented  or  fractured  by  the 
pressure  of  the  promontory,  while  the  mother's  soft  parts  may 
suffer  from  bruising  and  laceration.  If  the  contraction  is  too 
great  to  allow  of  the  passage  of  the  foetus,  the  uterus  will  either 
rupture,  or  the  patient  will  die  of  exhaustion. 

During  pi'egnancy  the  risks  to  the  foetus  are  not  any  gi-eater 
than  in  an  ordinary  case,  but  during  delivery  they  are 
enormously  increased. 

Abnormal  Pelvis  (^quabiliter  Justo  Major  Pelvis). — 
This  is  not  n.  contracted  pelvis,  but  a  uniformly  enlarged  one. 
It  might  be  called  a  giant  pelvis.  The  woman  may  not  be 
very  tall,  but  she  will  be  large  framed. 
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The  only  effect  this  kind  of  pelvis  has  on  labour  is  to  allow 
of  it  being  quick  and  easy.  A  precipitate  labour  is  more  likely 
to  occur  with  this  than  with  an  ordinary  sized  pelvis. 

Contracted  Pelvis  (^Equabiliter  Justo  Minor  Pelvis), — 
The  justo  minor  pelvis  is  contracted,  but  not  deformed.  It  is 
merely  a  small  pelvis  of  normal  shape.  All  the  diameters  are 
equally  contracted.  In  some  the  contraction  is  very  sHght  and 
has  little  effect  on  labour,  while  in  others  it  may  be  sufficient 
to  render  labour  very  difficult. 

The  patient  may  be  a  small  woman,  but  she  is  not  neces- 
sarily so.  Many  small  women  have  perfectly  normal  pelves. 
The  promontory  wnll  be  reached  with  ease,  and  the  diagonal 
conjugate  found  under  4J  in.  The  transverse  diameters  will 
be  smaller  than  usual. 

Labour  in  a  justo  minor  pelvis  is  more  difficult  than  in 
a  normal  one.  The  mechanism  of  labour  is  the  same,  only 
flexion  must  be  very  marked,  to  allow  as  small  a  diameter 
as  possible  to  pass.  Artificial  delivery  will  very  likely  be 
necessary.  These  are  typical  cases  for  forceps.  If  forceps 
faU,  and  the  child  is  still  alive,  a  symphysiotomy  may  be  done. 
If  the  child  is  dead  do  a  craniotomj'.  Caesarian  section  will 
rarely  be  necessary,  unless  the  child  is  very  large.  If  the  head 
fails  to  enter  the  brim,  and  is  evidently  too  large  to  pass,  a  sec- 
tion will  be  called  for,  if  the  child  is  alive.  If  great  difficulty 
is  experienced  in  delivering  the  child  in  the  first  labour,  an 
induction  of  labour  should  be  done  in  subsequent  pregnancies. 

A  generally  Contracted  Rickety  Pelvis  is  sometimes 
met  with.  The  promontory  will  be  pushed  forward  somewhat, 
so  the  conjugate  diameter  will  he  shortened,  but  there  will 
not  be  the  lengthening  of  the  transverse  diameter  which  is 
characteristic  of  a  true  flattened  pelvis.  The  development  of 
the  pelvis  has  been  interfered  with  by  rickets,  but  the  softening 
of  the  bones  has  not  been  sufficient  to  allow  of  great  flattening 
of  the  pelvis. 
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Antero- Posterior    Contraction — Flat  Rickety  Pelvis. — 

In  this  condition  the  pelvis  is  flattened  from  before  backwards, 
i.e.,  the  promontory  is  pushed  forwards,  and  the  pubis  back- 
wards. The  conjugate  diameter  at  the  brim  is  decreased,  while 
the  transverse  one  is  increased.  The  brim  is  kidney-sliaped, 
and  its  inclination  is  increased.  The  iliac  bones  are  thickened 
and  flattened  out,  so  that  the  interspinous  diameter,  instead  of 
being  an  inch  shorter  than  the  intercristal,  is  equal  to  it,  or 
even  greater.  The  sacrum  is  flatter  than  in  an  ordinary  pelvis, 
the  ischial  tuberosities  farther  apart,  and  the  pubic  arch  is 
wider.     The  outlet  is,  therefore,  increased  in  size.     The  con- 


Fio.  13.— Flat  rickety  pelvis  (Fothergill). 

traction  lies  at  the  brim  in  the  antero-posterior  diameter,  and 
it  is  there  difficulty  arises.  Let  the  head  once  pass  the  brim 
and  there  will  be  no  difficulty  at  the  outlet. 

In  the  great  majority  of  cases  flattening  of  the  pelvis  is  due 
to  rickets  in  infancy,  but  occasionally  a  non-rachitic  flat  pelvis 
is  seen,  due  to  some  pecuUarity  in  development,  as  no  trace 
of  rickets  or  other  disease  can  be  found.  As  already  stated, 
we  sometimes  have  more  or  less  flattening  from  rickets  in  a 
generally  contracted  pelvis. 

Eickets  is  a  disease  of  the  first  and  second  years  of  life.  The 
cartilaginous  elements  from  which  the  bones  are  developed  grow 
rapidly,  but  at  first  there  is  a  want  of  deposition  of  the  mineral 
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constituents  and  the  bones  remain  very  soft,  and  any  mechanical 
force  applied  to  them  will  cause  bending.  This  is  quite  evident 
in  the  arms,  legs  and  spine,  but  the  same  thing  happens  in  the 
pelvis.  The  weight  of  the  body  is  transmitted  as  a  downward 
force,  along  a  line  which  passes  through  the  promontory  of  the 
sacrum.  The  force  is  transmitted  from  the  sacrum  to  the  pelvis, 
and  then  to  the  ground  through  the  acetabula  and  legs  in  stand- 
ing or  walking,  or  thi'ough  the  ischial  tuberosities  in  sitting. 
While  the  child  is  sitting,  the  downward  force  is  partly  spent  in 
acting  in  the  plane  of  the  brim,  and  this  tends  to  force  the 
promontory  forwards,  i.e.,  to  shorten  the  brim  antero-poste- 
riorly,  and  necessarily  to  widen  it  transversely.  In  the  same 
way,  sitting  tends  to  widen  the  outlet.  In  standing,  the  upward 
pressm-e  through  the  acetabula  tends  to  force  the  sides  of  the 
pelvis  inwards,  and  thus  to  narrow  it  transversely.  As  a  rule, 
a  rickety  child  cannot  walk  w^hile  the  pelvis  is  soft,  but  in  the 
disease  osteo-malacia,  which  is  one  of  adult  life,  the  bones 
become  very  soft,  and  we  have  this  forcing  in  of  the  sides  of 
the  pelvis.  In  some  cases,  however,  the  rickets  occur  when 
the  child  is  walking,  and  we  then  have  the  acetabula  forced  in, 
giving  rise  to  the  triradiate  or  pseudo-malacosteon  pelvis.  If 
there  is  much  lateral  curvature  of  the  spine,  the  weight  of  the 
body  will  be  thrown  to  one  side,  and  that  side  will  be  pressed 
in,  giving  rise  to  the  scoUo-rachitic  obhquely  contracted  pelvis. 
With  rickets  we  thus  find  a  number  of  different  deformities  of 
the  pelvis,  but  the  flat  pelvis  is  by  far  the  commonest  one. 

Diagnosis  of  a  Flat  Pelvis. — In  most  cases  the  patient  will 
show  indication  of  rickets,  in  deformitj-  of  the  hmbs,  etc.,  and 
the  abdomen  will  be  very  prominent.  The  iliac  crests  will  be 
felt  to  be  thicker  and  less  cm'ved  than  usual.  The  intercristal 
and  interspinous  diameters  wiU  be  found  to  be  nearly  the  same 
length.  The  head,  if  it  presents,  will  be  felt  Ipng  free  above 
the  brim,  and  if  there  is  much  contraction  it  will  overlap  the 
top  of  the  symphysis.     On  making  a  vaginal  examination  the 
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promontory  will  be  reached  with  ease,  and  the  presenting  part 
will  be  found  lying  above  the  hrim.  Tf  it  is  the  head,  it  will 
usually  be  lying  transversely,  with  the  anterior  and  posterior 
tontanelles  on  nearly  the  same  level  and  the  sagittal  suture  in 
the  transverse  diameter  of  the  pelvis,  either  near  the  symphysis 
or  the  promontory,  according  to  which  parietal  bone  is  present- 
ing. The  membranes  are  liable  to  protrude  in  a  sausage  shape 
and  to  rupture  early. 

Prognosis. — This  will  depend  upon  the  amount  of  contraction, 
the  relative  size  of  the  head  and  the  way  in  which  it  pre- 
sents. If  it  is  a  case  in  which  natural  efforts  can  finish  the 
labour  in  a  reasonable  time  the  risks  should  not  be  very  great. 
On  the  other  hand,  if  artificial  interference  is  required,  the  risk 
to  the  mother  will  be  considerably  increased,  and  may  leave 
little  or  no  hope  for  the  child,  who  is  doomed,  if  a  destructive 
operation  be  required. 

Mechanism  of  Labour  in  a  Flat  Pelvis. — This  differs 
somewhat  from  that  in  an  ordinary  pelvis.  The  head  usually 
presents  with  the  occipito-frontal  diameter  in  the  transverse  of 
the  pelvis.  The  head  is  not  flexed,  so  the  anterior  and  posterior 
fontanelles  are  on  a  level.  It  is  here  we  see  the  typical  parietal 
presentations  mentioned  on  page  306.  The  anterior  parietal 
presentation  is  the  most  usual  one.  The  sagittal  suture  will 
be  felt  running  transversely  across  the  pelvis  near  the  promon- 
tory. When  the  posterior  parietal  presents,  the  sagittal  suture 
will  be  felt  near  the  symphysis.  The  bi-parietal  diameter  of 
the  head  lies  in  the  conjugate,  but  this  is  the  longest  transverse 
diameter  of  the  head  in  the  shortest  diameter  of  the  pelvis.  To 
bring  the  bi-temporal,  orshortest  diameter  of  the  head,  into  the 
conjugate,  the  fore  part  of  the  head  dips  a  little,  or  extends 
slightly,  and  the  head  slips  towards  its  occipital  end.  If  it  is 
an  anterior  parietal  presentation,  the  sagittal  suture  will  be  felt 
to  pass  nearer  the  promontory  than  it  was  when  labour  began, 
and  the  parietal  bone  will  be  felt  coming  lower  in  the  pelvis. 


272  CLIXICAL  OnSTETKICS. 

When  it  has  advanced  a  certain  distance  it  becomes  pivoted,  as 
it  were,  on  the  symphysis,  and  the  posterior  side  of  the  head  is 
gradually  driven  down  round  the  promontory.  The  sagittal 
suture  will  now  be  felt  to  come  forwards.  A  groove  or  depres- 
sion may  be  formed  by  the  promontory,  as  the  posterior  side  of 
the  head  rounds  it.  When  the  posterior  parietal  presents,  it  gets 
pivoted  on  the  promontory,  and  the  anterior  side  of  the  head  is 
driven  round  the  symphysis,  the  sagittal  suture  passing  towards 
the  centre  of  the  pelvis.  The  posterior  side  of  the  head  may  be 
indented  by  the  promontory. 

After  the  head  has  passed  the  brim,  the  mechanism  becomes 
much  the  same  as  in  an  ordinary  pelvis.  A  certain  amount  of 
flexion  will  occur,  and  internal  rotation  of  the  occiput  forwai'ds, 
and  extension.  As  the  outlet  is  enlarged,  the  head  will  escape 
easily ;  but,  as  the  sacrum  is  straighter  than  usual,  the  perineum 
may  easily  be  torn. 

The  anterior  parietal  presentation  is  a  much  more  favourable 
one  than  the  posterior.  Fortunately  it  is  the  commoner  of  the 
two. 

In  the  non-rachitic  flat  pelvis,  where  the  transverse  diameter 
of  the  pelvis  is  somewhat  lessened,  the  head  cannot  extend 
or  slip  towards  its  occipital  end  ;  it  becomes  extremely  flexed, 
and  passes  down,  as  in  a  generally  contracted  pelvis.  The 
posterior  parietal  bone  will  be  gi'ooved  in  a  more  or  less  longi- 
tudinal direction,  as  it  passes  the  promontory. 

Treatment. — This  will  depend  upon  the  amount  of  contraction, 
and  the  relative  size  of  the  child's  head.  If  the  true  con- 
jugate is  2|^  in.,  or  less,  there  will  be  little  hope  of  getting  a  Uve 
child  through,  unless  the  head  is  very  small.  If  the  child  is 
alive,  Caesarian  section  should  be  done  as  soon  as  the  os  is 
dilated  sufficiently  to  admit  a  finger.  If  the  conjugate  is  under 
2  in.,  Caesarian  section  should  be  done,  even  if  the  child  is  dead  : 
unless,  indeed,  it  is  macerated.  If  the  conjugate  is  from  3  in. 
to  3-^  in.,  and  the  head  is  not  verv  large,  deliverv  of  a  live  child 
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may  be  possible,  either  by  forceps  or  turning,  placing  the  patient 
in  the  Walcher  position  while  bringing  the  head  through  the 
brim.  Symphysiotomy  is  a  very  suitable  operation  in  such 
cases.  If  the  child  is  dead,  craniotomy  should  be  done.  At  the 
present  day  one  is  rarely  justified  in  doing  craniotomy  on  a 
live  child,  unless  there  are  strong  reasons  against  either  Caesarian 
section  or  symphysiotomy. 

When  the  case  is  first  seen  one  should  decide,  as  soon  as 
possible,  on  the  method  of  delivery.  If  it  is  to  be  Caesarian 
section  the  sooner  it  is  done  the  l^etter,  before  the  woman  becomes 
exhausted.  If  the  case  be  under  observation,  I  would  do  the 
operation  before  the  actual  pains  set  in,  i.e.,  as  soon  as  the 
cervix  is  taken  up  and  the  os  will  admit  a  finger.  If  it  is 
decided  to  deliver  through  the  natural  passages,  the  membranes 
should  be  preserved  as  long  as  possible.  If  they  rupture  early, 
as  they  are  apt  to  do,  dilatation  will  be  hindered,  and  in  many 
cases  will  have  to  be  done  artificially,  either  manually  or  by  the 
use  of  Champetier  de  Ribes'  or  Barnes'  bags.  The  bags  are 
most  useful  in  these  cases,  as  they  retain  a  certain  amount  of 
the  liquor  amnii  in  the  uterus.  The  second  stage  should  be 
allowed  to  go  on  for  several  hours,  if  there  is  a  chance  of  the 
labour  being  finished  by  natural  efforts,  or  if  you  have  decided 
to  use  forceps.  The  patient,  however,  must  be  watched  care- 
fully, especially  if  the  pains  are  strong,  and  on  the  first  indication 
of  thinning  out  of  the  lower  uterine  segment  and  the  appearance 
of  Bandl's  ring,  steps  must  at  once  be  taken  to  deliver  by  for- 
ceps, symphysiotomy,  or  craniotomy,  but  never  by  version.  If 
version  is  decided  upon,  it  should  be  done  at  the  beginning  of 
the  second  stage,  and  never  when  the  uterus  is  firmly  retracted 
round  the  child. 

Forceps  versus  Turning. — At  one  time  tm-ning  was  almost 
invariably  done  in  flat  pelves  in  preference  to  delivery  by  for- 
ceps, but  since  axis-traction  instruments  have  come  into  use 
they  ai'e  much  moi-e  frequently  used  than  the  older  forms  were. 
18 
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There  are  certain  cases  in  which  turning  will  give  the  best 
chances  of  getting  a  live  child  through,  while  there  are  others 
in  which,  I  believe,  axis-traction  forceps  are  preferable.  If  the 
pelvis  is  wider  towards  one  side  than  the  other,  and  if,  by  turn- 
ing, you  can  bring  the  head  through  that  side,  then  manifestly 
turning  is  preferable  to  forceps.  Anterior  parietal  presentations 
are  the  ones  which  are  most  suited  for  forceps,  just  as  they  are 
the  ones  in  which  natural  delivery  most  frequently  occurs. 
Posterior  parietal  presentations,  on  the  other  hand,  are  not  so 
suitable  for  forceps  delivery,  and,  if  possible,  version  should  be 
done.  In  all  cases  the  Walcher  position  should  be  adopted 
while  the  head  is  passing  the  brim.  After  the  head  has  passed 
the  brim,  the  instruments  should  be  taken  off  and  reapplied  to 
the  sides  of  the  head,  as  the  first  grip  will  necessarily  have 
been  antero-posterior  as  regards  the  head.  Care  must  be  taken 
of  the  perineum,  as  it  may  very  easily  be  torn.  Antero-posterior 
forceps  have  been  devised  for  these  cases.  The  blades  are 
applied  to  the  sides  of  the  head  and  lie  antero-posteriorly  in  the 
pelvis,  but  I  do  not  think  they  are  as  useful  instruments  as  the 
ordinary  axis-traction  ones.  For  one  thing,  it  is  impossible 
properly  to  apply  the  axis-traction  principles  to  them.  They 
are  very  powerful  instruments,  and  mischief  may  be  done  with 
them. 

In.juries  to  the  Skull,  etc.,  durikg  Delivery. 

If  there  has  been  much  difficulty  in  delivering  the  head,  the 
portion  of  the  skuU  which  lay  against  the  promontory  will 
probably  be  found  to  have  an  indentation.  This  may  be  a 
spoon-shaped  depression,  or  an  ordinary  depressed  fractm-e. 
The  spoon-shaped  depressions  usually  rise  of  themselves  in 
a  short  time,  but  they  can  be  elevated  at  once  by  compressing 
the  head  antero-posteriorly.  This  should  be  done  at  once  to 
reheve  pressure  upon  the  brain.  If  it  is  a  depressed  fracture 
it  cannot  be  raised  in  this  way.     The  brain  may  be  lacerated, 
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and  this  will  probably  cause  the  child's  death.  Immediate 
elevation,  by  cutting  down  and  inserting  a  probe  or  periosteum 
elevator  under  the  bone,  above  the  dura  mater,  has  been  done 
successfully  in  a  number  of  cases  (see  case,  page  577).  It  should 
be  done  with  strict  aseptic  precautions.  Where  the  child  shows 
difficulty  of  breathing,  elevation  of  the  bone  usually  relieves  it 
very  quickly.  In  some  cases  there  may  be  no  injury  to  the  skull, 
but  meningeal  haemorrhages,  or  haemorrhages  into  the  brain 
substance,  may  cause  the  death  of  the  child.  These  occur  more 
frequently  when  the  head  has  come  last.  If  the  child  recovers  it 
may  develop  imbecility.  It  is  difficult  to  say  how  often  imbecility 
may  be  traced  to  injury  during  birth,  but  I  have  certainly  seen 
it  follow  in  a  marked  degree  in  one  case,  and  in  a  lesser  degree 
in  another.  In  the  first  case  the  delivery  was  by  the  breech. 
There  was  great  difficulty  in  resuscitating  the  child,  and  he  then 
began  to  have  convulsions,  w^hich  continued  for  thirty-six  hours. 
These  were  finally  checked  after  small  doses  of  chloral  hydrate 
had  been  repeated  every  fifteen  minutes,  until  he  had  got 
15  gr.  He  then  slept  for  three  days,  but  could  he  roused 
long  enough  to  swallow  a  little  n^ilk.  He  is  now  six  years 
old  and  is  an  imbecile,  able  to  say  a  few  words  and  to  walk 
with  considerable  difficulty.  The  convulsions  were  continuous, 
and  so  terrible  that  I  persisted  with  the  chloral  in  order  to  stop 
them  at  any  risk.  The  second  case,  I  deHvered  with  axis- 
traction  forceps,  after  other  instruments  had  been  tried.  I  was 
sent  for  to  do  a  craniotomy,  l)ut  managed  to  deliver  the  child 
alive.  He  had  no  convulsions,  Ijut  at  the  age  of  four  he  speaks 
with  difficulty  and  shows  a  certain  amount  of  w^eakness  in 
brain  power.     He  will  prol:)ably  outgrow  the  condition. 

Injury  to  the  eye  is  sometimes  caused.  This  may  be  by  the 
blade  of  the  forceps,  or  by  the  promontory  crushing  the  temple 
and  fracturing  through  the  orbital  plate.  The  eye  ma}'  be  com- 
pletely enucleated.  Opacity  of  the  cornea  sometimes  occurs 
from  the  pressure.     It  may  render  the  whole  cornea  opaque. 
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but  in  all  cases  observed  by  me  there  has  been  a  linear  denser 
opacity  about  the  centre  of  the  cornea,  running  up  and  down. 
In  several  cases  I  observed  this  linear  density  immediately  after 
the  birth  of  the  child.  The  condition  is  evidently  caused  by 
pressure.  It  clears  up  to  a  large  extent,  but  the  Hnear  opacity 
is  liable  to  remain.  Haemorrhages  may  occur  into  the  anterior 
chamber  of  the  eye,  under  the  retina,  or  conjunctiva,  or  even 
into  the  optic  nerve. 

With  flat  pelves,  as  with  otlier  abnormal  ones,  malpresenta- 
tions  are  common.  The  most  frequent  malpresentation  is 
transverse.  It  should  be  dealt  with  by  version,  but  this  should 
never  be  attempted  if  the  uterus  is  retracted  round  the  child, 
as  rupture  of  the  uterus  v^all  be  caused.  An  embryulcia  should 
then  be  done.  If  the  face  presents  version  should  be  done 
early,  but  if  the  face  is  jammed  in  the  pelvis  forceps  should  be 
tried,  and  if  these  fail,  craniotomy.  The  most  difficult  face 
case  I  have  ever  dealt  w^ith  vpas  in  a  fiat  pelvis.  The  face  was 
jammed  in  the  pelvis  transversely.  The  ordinary  curved  instru- 
ments were  of  no  use,  but  I  managed  to  deliver  with  straight 
ones.  Forward  rotation  did  not  occur  until  the  face  was 
partially  born.     The  flattening  of  the  pelvis  had  prevented  this. 

The  cord  is  very  liable  to  be  prolapsed  in  contracted  pelves. 
It  should  be  dealt  with  in  the  usual  way. 

The  Pelvis  of  Congenital  Dislocation  of  both  Hips. — 
The  abnormal  position  of  the  heads  of  the  femora  on  the  dorsa 
ilii  causes  a  considerable  widening  of  the  pelvis  transversely, 
both  at  the  brim  and  outlet.  The  conjugate  will  be  relatively 
shortened.  At  the  outlet  the  tubera  ischii  are  wide  apart  and 
the  pubic  angle  much  increased. 

If  the  dislocation  is  on  one  side  only,  that  side  of  the  pelvis 
will  he  widened,  and  the  symphysis  be  pulled  a  little  towards 
the  same  side. 

There  is  not  likely  to  be  any  difficulty  with  the  labour. 

Split  Pelvis. — In  this  pelvis  there  is  a  congenital  absence 


DELAY  FROM  OBSTRUCTION  IN  THE  PELVIS.  277 

of  the  symphysis  pubis,  and  the  bones  are  connected  by  a 
fibrous  band.  The  pressure  of  the  femora  rotates  the  innom- 
inate bones  about  the  sacrum,  so  that  the  posterior  ihac  spines 
approach  each  other.  The  sacrum  slips  forwards  and  down- 
wards, and  in  extreme  cases  it  looks  as  if  the  pelvis  were  in- 
verted. The  pelvis  is  flattened  and  widened  much,  as  in 
rickets.  It  is  usually  associated  with  extroversion  of  the 
bladder,  and  therefore  pregnancy  is  exceedingly  rare.  The  gap 
in  front  allows  of  delivery  without  difficulty,  bx^t  the  perineum 
is  usually  torn. 

Case  of  Exstrophy  of  Bladder  and  Split  Pelvis  Compli- 
cating Labour. — I  am  indebted  to  my  friend.  Dr.  James 
Adam,  of  Hamilton,  for  the  notes  and  drawings  of  this 
case.^ 

"  The  patient  as  I  first  saw  her  in  November,  1900,  was 
ii  well-nourished  woman,  aged  twenty-two,  and  about  five 
months  pregnant.  In  earlier  years  she  had  been  told  by  a 
doctor  that  the  extroversion  might  get  all  right  when  she 
was  twenty-one.  She  seems  to  have  believed  and  acted  on 
this  ;  at  any  rate  she  got  married  at  that  age. 

"  Examination  of  the  abdomen  showed  the  following  three 
structures  from  above  downwards  : — 

"1.  An  umbilical  area  of  about  3  in.  in  diameter  covered 
by  thin  parchment-hke  cuticle  which  hardly  seemed  strong 
enough  to  retain  the  protruding  intestines  ;  yet  the  hernia 
did  not  enlarge. 

"  2.  A  vesical  area  immediately  adjoining  the  umbilical  area 
above,  of  about  the  same  diameter,  and  extending  below  to 
the  tissue  which  replaced  the  pubic  symphysis.  This  area, 
really  a  small  portion  of  the  posterior  wall  of  the  bladder, 
projected  about  1  in.  above  the  general  surface,  and  shaded  off 
;it  its  margin  into  the  surrounding  skin,  but  at  its  inferior  and 

'  Dr.  Adam  has  published  notes  of  this  case  in  the  October  number 
(l'.)02)  of  the  Jiuininl  nf  Obstetrics  and  (hiiuccoliHui  of  the  British  Kinpirc. 
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most  prominent  part  presented  a  raw,  excessively  tender 
mucous  surface  on  which  the  ureters  opened  about  1  in.  apart, 
and  from  which  tiny  jets  of  urine  occasionally  spurted  over  the 
parts  below  (there  was  not  a  continuous  forceless  trickle). 
Gentle  pressure  just  above  the  ureteral  orifices  would  some- 
times cause  a  spurt  of  urine,  so  that  evidently  there  was  a 
small  ampulla  of  each  ureter  just  above  its  orifice. 

"3.  Below  the  vesical  area,  and  separating  it  from  the 
vaginal  orifice,  was  a  very  firm  fibrous  band  uniting  the  gap 
between  the  pubic  bones.  This  gap  measured  3|  in.  The 
lower  end  of  the  recti  muscles  seemed  to  be  attached  to  the 
bones  and  not  to  fascia,  and  converged  upward  to  the  middle 
line  above  the  umbilical  area. 

"  Separating  the  lower  part  of  the  median  area  described 
above  from  the  thighs  were  the  labia  majora.  These  were 
large  and  diverged  upwards.  Just  inside  them  interiorly  were 
the  enlarged  oedematous  nymphae.  The  left  was  specially 
oedematous  and  pendulous,  almost  hanging  between  the  thighs. 
The  vaginal  orifice  was  surrounded  by  a  soft  fringe  of  mucous 
membrane,  and  with  difficulty  admitted  two  fingers.  The  os 
uteri  was  within  1  in.  of  the  orifice,  the  anterior  fornix  being 
easily  reached  in  front  of  the  os,  but  the  posterior  fornix  lay 
much  deeper,  say  2 J  in.  This  greater  depth  seemed  due  to 
the  perineum  being  larger  and  thicker  than  normal,  for  other- 
wise the  vagina  was  decidedly  short.  I  could  make  out  no 
trace  of  the  clitoris.  The  patient  during  the  day  wore  a  rubber 
urinal,  at  night  lay  on  pads.  Previous  to  conception,  menstru- 
ation had  always  been  easy  and  regular  every  four  weeks. 
For  the  greater  part  of  the  last  three  months  of  pregnancy  she 
had  to  be  in  bed,  owing  to  oedema  of  the  labia  minora,  and 
threatened  prolapse  of  the  uterus. 

"  I  was  called  in  to  her  on  31st  March,  and  found  decided 
uterine  contractions,  but  the  cervical  canal  still  quite  distinct. 
The  temperature  was  103'5^F.  and  had  evidently  been  up  for 
some  days  previous,  as  malaise,  loss  of  appetite  and  a  feehng 
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of  feverishness  had  existed  for  about  a  week.  Also  she  had 
had  three  hours  of  uterine  pains  the  previous  day.  I  gave 
her  a  morphia  suppository ;  the  pains  ceased  and  the  patient 
slept.  Next  morning,  1st  April,  she  felt  fairly  well  and  the 
temperature  was  100"2°F.,  but  at  4  p.m.  and  9  p.m.  was  104"  F., 
notwithstanding  quinine  and  salol.  Labour  began  at  11  p.m., 
and  at  3  a.m.,  2nd  April,  I  found  the  membranes  tense  and 
protruding  at  the  vaginal  orifice.  The  long  tough  perineum 
and  possibly  the  pubic  gap  caused  the  head  to  pass  unusually 
well  forward,  and  a  healthy  female  child  weighing  probably 
6  lb.  was  soon  born.  The  anterior  part  of  the  perineum  and 
also  the  soft  fringe  round  the  vaginal  orifice  were  torn.  The 
membranes  were  adherent  at  the  fundus  ;  I  had  twice  to 
insert  my  hand  to  remove  them.  For  this  reason  and  con- 
sidering that  the  bruised  lacerated  parts  were  constantly  bathed 
in  urine,  that  the  patient  had  a  high  temperature,  and  that 
her  mother  and  only  sister  died  in  childbed,  I  gave  an  intra- 
uterine douche  of  weak  carbolic  in  boiled  water,  stitched  the 
perineum  in  order,  if  possible,  to  cover  the  os,  dusted  with 
aristol  and  applied  a  bichloride  dressing.  At  11  a.m.  the 
temperature  was  97'2'F.,  at  8  p.m.  lOl'o"  F. 

"The  following  day  (second  of  puerperium)  the  temperature 
at  noon  was  103 '3°  F.,  the  parts  round  the  vaginal  orifice  black 
and  sloughy,  the  cervix  presenting  here,  and  its  superficial 
parts  sloughing  ;  abdomen  distended.  Vaginal  douche  (weak 
bichloride),  boric  wool  substituted  for  the  bichloride  dressing, 
salol  and  calomel  internally.  Third  day  of  puerperium.  Tem- 
perature at  11  A.M.  95"5°F.,  at  9  p.m.  99'5"  F.  Bowels  moved 
twice,  OS  and  cervix  projecting  about  2  in.  beyond  vaginal 
orifice  and  covered  with  dark  superficial  slough. 

"  After  this  the  temperature  kept  subnormal,  but  vaginal 
douching  was  continued  till  the  sloughs  separated  about  the 
sixth  and  seventh  days.  For  a  time  the  patient's  chance 
seemed  small,  high  temperature,  abdomen  distended,  the  thin 
parchment-like  umbilical  area  ballooned  out  with  intestine,  the 
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margin  of  the  vaginal  orifice  sloughing,  and  together  with 
the  superficially  sloughing  and  exposed  cervix  being  constantly- 
bathed  in  urine.  To  my  surprise  the  perineal  stitches  held 
and  the  wound  healed  in  greater  part.  I  failed  to  make  out 
the  exact  cause  of  the  pyrexia  which  was  even  more  marked 
before  than  after  labour.  Possibly  constipation,  which  was 
troublesome,  had  something  to  do  with  it.  For  this  reason 
salol,  calomel,  and  saline  purgatives  were  given. 


Fig.  li. — Exstrophy  of  bladder  and  split  pelvis  (Adam). 


"It  is  to  be  noted,  whereas  Klein  says  that  in  most  of  the 
seven  labours  complicated  by  exstrophy  of  the  bladder  as 
tabulated  by  him  the  perineum  gave  trouble  and  required 
incision,  there  was  no  need  for  operative  interference  in  this 
case  although  the  perineum  was  long  and  tough.  The  some- 
what small  size  of  the  child  may  account  for  this.  As  in- 
volution proceeded,  the  cex-vix  gradually  receded  till  it  came  to 
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lie  just  at  the  vaginal  orifice.  Prolapse  of  course  now  occurs 
with  the  erect  posture,  but  the  womb  is  easily  kept  up  by 
a  rubber  cup  and  stem  pessary,  which  the  patient  wears  in 
addition  to  her  rubber  urinal.  She  was  seen  by  Dr.  E.  H. 
Parry  with  a  view  to  operation  for  the  extroversion,  but  this 
she  in  the  meantime  declines. 

"  A  photograph  was  taken  on  the  fifth  day,  from  which,  and 
from  an  examination  of  the  patient,  at  much  trouble  to  himself, 
my  friend.  Dr.  John  Lindsay,  of  Glasgow,  has  made  the 
accompanjdng  excellent  drawings. " 


Fig.  15.— Exstrophy  of  bladder  and  split  pelvis.     Semi-profile  view  in 
outline  (Adam). 

Spondylolisthetic  Pelvis. — In  this  condition  the  last  lumbar 
vertebra  has  partly  slipped  down  in  front  of  the  promontory, 
and  thus  partially  blocks  the  brim.  This  may  be  the  result  of 
sudden  or  continued  strain,  when  the  body  of  the  last  lumbar 
vertebra  has  not  ossified  properly,  or  has  become  weakened  by 
caries.  If  the  last  lumbar  vertebra  is  defective  and  the  person 
goes  about,  and  especially  if  she  attempts  to  do  heavy  work,  the 
downward  pressure  will  cause  the  body  to  slip  forwards  gradu- 
ally, or  suddenly.  The  body  of  the  vertebra  forms  a  blunt 
wedge,  with  its   base  in  the  brim  of  the  pelvis.      It   becomes 
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ossified  in  its  new  position,  and  the  new  bone  foi'ination  fui-ther 
blocks  the  brim. 

The  effect  upon  the  sacrum  is  to  displace  its  upper  part  back- 
wards, and  bring  the  lower  part  and  the  coccyx  forwards.  The 
backward  pressure  of  the  sacrum  separates  the  iliac  bones,  and 
widens  the  distance  between  the  posterior  superior-iliac  spines. 
The  inclination  of  the  pelvis  to  the  horizon  is  diminished,  and 
increased  strain  is  thrown  upon  the  ilio-femoral  ligaments,  and 
the  upper  part  of  each  innominate  bone  is  pulled  outwards,  while 


Fig.  16.— Spondylolisthetic  pelvis  (Fothergill). 

the  lower  part  goes  inwards.  The  transverse  diameter  of  the 
pelvis  is  thus  widened  at  the  brim  and  narrowed  at  the  outlet. 
At  the  brim  the  conjugate  is  lessened  and  the  transverse  in- 
creased, while  at  the  outlet  the  conjuyate  and  transverse  are 
both  lessened. 

The  patient's  body  is  deformed.  The  spine  is  shortened, 
and  there  is  great  lordosis.  In  a  bad  case  the  lower  ribs  will 
be  found  sunk  into  the  false  pehns.  The  patient  walks  with 
very  short  steps,  and  the  feet  are  sUghtly  inverted. 

Diagnosis.  — From  the  history  and  external  appearance  of  the 
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woman  one  may  form  a  pretty  accurate  notion  of  the  deformity. 
A  vaginal  examination  will  reveal  that  the  conjugate  at  the 
brim  is  narrowed  by  the  pi-oj eating  forwards  of  the  last  lumbar 
vertebra.  This  false  promontory  will  be  very  easily  reached. 
At  the  outlet  the  ischial  tuberosities  will  be  found  closer  to- 
gether than  in  a  normal  pelvis,  and  the  sacrum  and  coccyx  will 
project  well  forwards.  The  condition  at  the  outlet  is  the  same 
as  that  found  in  a  kyphotic  pelvis. 

Prognosis. — It  is  a  more  serious  deformity  than  a  flat  pelvis 
with  an  equal  contraction  at  the  brim,  because  the  outlet  is  also 
contracted. 

Treatment. — This  depends  upon  the  degree  of  deformity, 
which  can  be  estimated  by  the  length  of  the  conjugate.  The 
shorter  this  is,  the  greater  will  be  the  deformity  at  the  outlet. 
Artificial  delivery  will,  as  a  rule,  be  required.  Much  the  same 
methods  have  to  be  adopted  as  with  flat  pelves,  so  that  the 
rules  already  given  for  dealing  with  the  latter  cases  apply  to 
these  also. 


CHAPTEE  XXII. 

CONTRACTED  PELVES  {Confivued). 

Compressed  Pelvis — Malacosteon  or  Osteo-malacic  Pelvis — Pseudo-Mala- 
costeon  Pelvis — Transverse  Conti-action — Kyphotic  Pelvis — Eobei-fs 
Pehns — Infantile  Pelvis — Funnel-Shaped  or  Male  Pelvis — Oblique 
Contraction — Scoliotic  Pelvis — Naegele  Pelvis — Coxalgic  Pelvis — 
Obstruction  from  Tumours  of  the  Pelvis — Sarcomatous-Enchou- 
droma  of  the  Pelvis  (Case). 

Compressed  Pelvis. 

Malacosteon  or  Osteo-malacic  Pelvis.  —  Osteo-malacia 
is  a  disease  rarely  seen  in  Britain,  but  it  is  endemic  in 
certain  parts  of  Europe  and  in  hot  climates.  It  produces 
extreme  softening  of  the  bones,  and,  as  it  occurs  in  adults, 
the  pressure  of  the  body  weight  and  the  pull  of  the  muscles 
wiU  cause  excessive  deformity  of  the  pelvis.  When  stand- 
ing, the  body  weight  presses  the  promontory  forwards,  and 
the  upward  pressure  through  the  acetabula  forces  the  sides 
of  the  pelvis  inwards.  When  sitting,  the  pressure  upon  the 
ischial  tuberosities  forces  them  inwards,  and  the  sacrum  doubles 
upon  itself.  The  pubes  give  way  and  bend  inwards  at  the 
thin  part  of  the  superior  rami,  and  the  sides  of  the  arch  also 
approach,  thus  forming  the  rostrum  or  beak.  In  the  false  pelvis 
the  ihac  bones  bend  and  assume  a  scoop  shape.  The  inlet  of 
the  pelvis  assumes  a  Y  or  triradiate  shape,  hence  the  name 
triradiate  pelvis.  From  the  projection  forwards  of  the  rostrum, 
the  true  conjugate  may  not  be  much,  if  at  all,  shortened, 
(284) 
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but  the  available  portion  of  it,  i.e.,  from  the  back  part  of  the 
rostrum  to  the  promontory,  may  be  exceedingly  short. 

This  description  does  not  apply  to  all  osteo-malacic  pelves. 
In  some,  the  doubling-in  process  may  l)e  much  greater  on  one 
side  than  the  other,  if  the  bones  are  not  symmetrically  softened, 
or  if,  for  any  reason,  greater  weight  be  thrown  on  one  side  of 
the  pelvis  than  on  the  other.  In  such  a  case  obliquity  will 
be  added  to  the  deformity. 

Diagnosis. — The  disease  is  accompanied  by  severe  pain, 
especially  in  movement.  The  other  bones  besides  the  pelvis 
suffer,    so  the  spine   bends.     The  patient  suffers   from  severe 


Fig.  17.— Malacosteou  pelvis  (Fothergill). 

muscular  cramps,  and  probalily  suffocative  attacks,  shortness 
of  breath,  and  cough.  On  making  an  examination,  the  bones 
will  be  found  to  be  tender  and  soft.  The  deformity  will  be 
easily  recognised,  and  it  may  be  possible  to  force  the  bones 
apart  with  the  hand.  In  a  case  where  the  actual  disease  has 
occurred  prior  to  the  pregnancy,  the  bones  may  have  become 
hardened  in  their  abnormal  shape,  and  then  you  cannot  sepa- 
rate them. 

Treatment. — If  the  disease  is  active  and  the  bones  are  soft, 
the  pelvis  may  be  sufficiently  opened  up  by  the  hand  to  allow 
of  delivery,  and  this  should  be  tried.     If  this  is  impracticable. 
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an  abdominal  section  should  be  done.  If  an  ordinary  Ciesarian 
section  is  done,  the  ovaries  should  be  removed,  as  this  will  check 
the  disease  ;  but  it  is  preferable  to  remove  the  uterus  entirely  by 
Porro's  operation,  or  any  of  its  modifications. 

Pseudo-Malacosteon  Pelvis. — The  deformity  very  much 
resembles  that  of  the  true  malacosteon  pelvis,  but  is  not  so 
great.  It  is  caused  by  pressure  acting  on  the  softened  pelvis, 
but  the  softening  in  this  case  has  been  due  to  late  rickets, 
occurring  when  the  child  was  running  about.  The  false  pelvis 
will  show  some  of  the  characteristics  of  the  rickety  flat  pelvis, 
as  the  iliac  bones  wiU  not  be  crumpled  in,  but  flattened  out  so 
that  the  iliac  spines  will  be  far  apart. 

Treatment. — In  an  extreme  case  Caesarian  section  should  be 
done.  Removal  of  the  ovaries  or  uterus  is  not  necessary,  as 
the  disease  would  not  be  benefited.  If  it  is  considered  advis- 
able to  sterilise  the  patient,  the  tubes  should  be  tied  and  cut. 
In  sHght  cases  deUvery  may  be  possible  by  forceps  or  turning. 
The  bones  are  quite  fixed,  and  it  will  be  impossible  to  widen  the 
passage  as  in  true  malacosteon. 

Transveese  Contraction. 

Kyphotic  Pelvis. — In  kyphosis,  or  angular  eurvatm-e  of  the 
spine,  there  must  be  a  compensatory  curve,  or  the  body  would  fall 
forwards.  When  the  angular  curvature  is  high  up  in  the  spine, 
the  compensatory  curve  in  the  lumbar  region  will  cause  great 
lordosis.  This  will  not  alter  the  shape  or  size  of  the  pelvis,  but 
it  will  have  an  adverse  influence  on  labom-  by  causing  deviation 
of  the  uterine  axis.  When  the  curvature  is  low  down  a  change 
in  the  inclination  of  the  pelvis  gradually  takes  place  and  its 
shape  is  altered.  The  lower  lumbar  and  upper  sacral  vertebrae 
are  drawn  back,  thus  increasing  the  conjugate  and  relatively 
shortening  the  transverse  diameter. 

The  iliac  bones  are  straightened  and  the  anterior  superior 
spines  thrown  apart. 
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The  ti'ue  pelvis  becomes  funnel  shaped.  The  outlet  is  short- 
ened antero-posteriorly  by  the  tilting  forwards  of  the  lower  end 
of  the  sacrum  and  coccyic,  and  markedly  so,  transversely,  by 
narrowing  of  the  pubic  arch  and  turning  in  of  the  ischia.  We 
thus  see  that  the  main  contraction  is  at  the  outlet,  and  it  is 
there  the  chief  obstruction  will  be  met  with  in  deUvering. 

Diagnosis. — The  sharp,  angular  curvature  of  the  lumbar 
spine  will  suggest  the  condition.  The  promontory  will  be 
very  difficult  to  reach,  but  tlie  contraction  at  the  outlet  will  be 
easy  to  make  out. 

The  mechanism  of  labour  in  the  upper  part  of  the  pelvis  is 
much  as  in  an  ordinary  pelvis.  The  occiput  may  be  turned 
forwards  before  it  reaches  the  floor  of  the  pelvis,  the  rotation 
being  caused  by  the  bones  of  the  pelvis,  if  the  deformity  is  not 
marked,  but,  if  there  is  marked  narrowing  of  the  pubic  arch,  it 
cannot  turn  forwards,  as  there  is  not  room  for  it.  It  then 
passes  behind  the  ischial  tuberosities,  and,  if  it  be  small  enough, 
will  be  expelled  in  an  oblique  diameter,  pressing  strongly 
against  the  coccyx,  which  may  be  broken.  The  perineum  is 
very  apt  to  be  torn. 

Treatment. — The  difficulty  will  be  at  the  outlet,  and  forceps 
will  usually  overcome  it.  Turning  is  not  suitable.  If  forceps 
fail,  and  the  child  be  still  alive,  symphysiotomy  may  be  tried. 
Craniotomy  would  perhaps  be  preferable,  and  induction  of  labour 
in  subsequent  pregnancies  is  to  be  recommended.  Except  with 
very  extreme  contraction  at  the  outlet,  Caesarian  section  is  not 
necessary. 

Robert's  Pelvis. — This  is  an  exceedingly  rare  deformity  of 
the  pelvis.  Both  sacro-iliac  joints  are  anchylosed,  and  the  wings 
of  the  sacrum  are  wanting.  The  iliac  bones  are  straighter  than 
in  an  ordinary  pelvis.  The  promontory  is  pushed  slightly  for- 
wards. The  brim  is  thus  markedly  contracted  in  the  transverse, 
and  slightly  in  the  conjugate,  diameter.  At  the  outlet  the  tuber 
ischii  are  inverted  and  the  pubic  arch  narrowed. 
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Diagnosis. — By  external  and  internal  measurements,  the  con- 
dition can  be  easily  recognised. 

Treatment. — The  delivery  of  a  live  child  through  the  natural 
passages  is  impossible,  therefore  Caesarian  section  should  be 
done. 

Infantile  Pelvis.— In  these  cases  the  pelvis  is  long  in  the 
conjugate,  but  narrowed  transversely,  and  funnel-shaped  in  the 
cavity.  The  foetal  type  has  been  maintained.  The  genital 
organs  will  be  defective  in  development,  so  that  pregnancy  is 
not  likely  to  occur. 


X 
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Fig.  18.— Robert's  peh 


Funnel-Shaped  or  Male  Pelvis. — ^In  this  form  the  pelvis 
develops  in  the  shape  of  a  male  pelvis.  It  is  deeper  and  some- 
what narrowed  transversely,  especially  at  the  outlet.  The 
sacrum  is  longer  and  narrower  than  usual  and  the  promontory 
higher.  The  difference  between  the  diagonal  and  true  conjugate 
may  be  an  inch  or  even  more. 

Diagnosis. — This  can  only  be  made  by  careful  internal 
measurements.  The  chief  contraction  wiU  be  found  at  the 
outlet  in  the  transverse,  and  this  diameter  is  exceedingly 
difficult  to  estimate. 
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Treatment. — The  chief  difficulty  will  be  at  the  outlet.  For- 
ceps will  generally  overcome  this,  and  if  these  fail  and  the  child 
is  alive,  symphysiotomy  can  be  done,  or,  in  the  last  resort, 
craniotomy.  In  subsequent,  pregnancies  induction  of  labour 
will  be  advisable. 


Oblique  Contkaction. 

Scoliotic  Pelvis, — Lateral  curvature  of  the  spine  will  cause 
an  oblique  contraction  of  the  pelvis,   by  the  greater -part   of 


Fig.  19.— Scolio-rachitic  pelvis  (Pothergill). 

the  body  weight  being  thrown  upon  the  side  of  the  pelvis 
towards  which  the  curvature  lies.  This  side  of  the  sacrum 
is  driven  upwards,  and  the  pressure  upwards  through  the 
acetabulum,  when  the  patient  stands,  pushes  that  side  of  the 
pelvis  inwards.  The  pubic  symphysis  is  pushed  towards 
the  opposite  side.  The  ischial  tuberosity  of  the  contracted 
side  is  everted.  The  obhque  diameter,  measured  from  the 
contracted  side  to  the  opposite  sacro-iliac  joint,  is  consider- 
ably shortened  at  the  brim.  The  other  oblique  diameter  is 
considei'ably.  larger, 

19 
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As  scoliosis  is  generally  associated  with  rickets,  there  is  likely 
to  be  more  or  less  flattening  of  the  pelvis  as  well,  giving  the 
scolio-rachitic  pelvis. 

Di agnosia. — Lateral  curvature  of  the  spine,  especially  in  a 
rickety  subject,  will  at  once  suggest  the  deformity,  and  an 
internal  examination  will  confirm  the  diagnosis. 

Treatment. — In  sUght  cases  there  may  be  no  difficulty  in 
the  deUvery.  In  some  cases  forceps  may  succeed,  but,  if  the 
deformity  is  at  all  marked,   Caesarian  section  should  be  done. 


Fig.  20.— Naegele  pelvis  (Fothergill). 

Induction  of  labour  may  be  done  in  some   cases.      Symphy- 
siotomy is  not  applicable. 

Naegele  Pelvis.  — This  is  a  typical  obliquely  contracted  pel- 
vis, due  to  defective  development  of  one  wing  of  the  sacrum 
and  anchylosis  of  that  sacro-iliac  joint.  It  is  a  developmental 
condition,  and  not  due  to  disease,  but  a  somewhat  similar  con- 
dition may  be  brought  about  by  disease  in  infancy,  causing 
anchylosis.  It  is  the  same  condition  as  is  found  in  Kobert's 
pelvis,  but,  in  the  latter,  both  sides  of  the  sacrum  are  affected 
and  the  contraction  is  symmetrical.     The  weight  being  thrown 
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upon  the  defective  side  increases  the  deformity.  The  pubic 
symphysis  is  pushed  over  towards  the  sound  side. 

Diagnosis. — The  iliac  crests  will  be  found  asymmetrical  and 
the  symphysis  pushed  beyond  the  middle  line.  By  a  careful 
internal  examination,  the  asymmetrical  shape  of  the  pelvis  can 
be  made  out. 

Tnatment. — If  the  head  is  small  it  may  come  through  the 
wide  side  of  the  pelvis  much  flexed,  as  in  a  generally  contracted 
pelvis,  but  forceps  are  Hkely  to  be  required.  Turning  is  not 
applicable,  neither  is  symphysiotomy.  Embryulcia  or  Ctesarian 
section  should  be  done  when  the  child  cannot  come  through. 
Induction  of  premature  labour  about  the  seventh  month  may 
give  good  results. 

Coxalgic  Pelvis. — Disease  of  the  hip-joint  in  childhood  will 
cause  deformity  of  the  pelvis,  by  interfering  with  the  nutrition 
of  the  bones  of  the  diseased  side,  also  by  the  non-use  of  that 
leg,  and  often  dislocation  of  the  femur.  There  may  also  be  a 
considerable  amount  of  new  bone  formation,  encroaching  upon 
the  pelvic  canal.  The  amount  and  nature  of  the  deformity  will 
depend  upon  the  severity  of  the  disease  and  the  age  at  which 
it  affects  the  patient. 

Before  attempting  to  deliver,  a  most  cai-eful  estimate  of  the 
condition  must  be  made  by  internal  examination.  It  is  not 
sufficient  to  estimate  the  conjugate  alone,  but  the  side  corre- 
sponding to  the  diseased  hip  must  be  very  carefully  examined. 

Obstruction  from  Tumours  of  the  Pelvis. — Various  bony 
tumours  may  affect  the  pelvis  and  cause  serious  obstruction  to 
labour.  These  may  be  simple  or  mahgnant.  The  simple  may 
be  exostoses,  single  or  multiple ;  masses  of  callus,  as  in  cases 
of  old-standing  hip- joint  disease,  or  after  fractures  of  the  pelvis  ; 
the  result  of  rheumatoid  arthritis  ;  or  ossification  of  the  in- 
sertions of  ligaments  and  tendons.  The  malignant  may  be  of 
a  cancerous  nature,  but,  more  frequently,  sarcomatous. 

The  amount  of  obstruction  will  depend  upon  the  size,  number, 
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and  situation  of  the  tumours.  The  brim  is  the  part  most  liable 
to  be  atfected.  The  mahgnant  tumours  are  the  ones  most 
likely  to  cause  serious  obstruction,  as  they  grow  very  rapidly 
during  pregnancy.  They  may  cause  the  death  of  the  patient 
during  pregnancy.  The  simple  ones  will  not  influence  the 
pregnancy,  but  they  may  seriously  affect  the  delivery. 

Prognosis. — With  a  malignant  tumour  the  prognosis  is  hope- 
less for  the  woman.  It  will  at  the  best  be  only  a  question  of 
time.  She  may  live  some  time  after  delivery,  but  it  cannot  be 
long.     With  simple  ones,  the  risk  to  the  woman  is  much  less. 

Diag)tosis. — This  can  only  be  made  by  careful  exploration 
of  the  pelvis  both  by  the  vagina  and  the  rectum. 

Treatment.  —If  there  is  room  for  the  child  to  pass,  delivery 
may  be  effected  by  forceps,  but,  if  the  projections  are  at  all 
sharp,  one  must  l^e  exceedingly  careful,  lest  the  cervix  or  lower 
part  of  the  uterus  be  perforated.  If  there  is  any  risk  of  this, 
or  no  room  for  the  child  to  pass,  Cgesarian  section  should  be 
done,  if  the  child  is  alive,  or  craniotomy,  if  it  is  dead.  Induction 
of  labour  may  be  suitable  in  some  cases. 

Sarcomatous-Enchondroma  of  the  Pelvis. — Mrs.  H.,  i.- 
para,  aet.  twenty-nine,  was  sent  into  hospital  about  the  seventh 
month  of  pregnancy.  Her  health  had  been  good  previous  to 
conception,  except  that  she  suffered  for  two  years,  particularly 
during  the  winter,  from  pain  of  an  intermittent  character  in  the 
back  of  both  thighs.  She  had  been  married  nine  years,  but  had 
never  before  been  pregnant.  When  three  months  pregnant  the 
pains  in  the  thighs  became  worse,  and  about  three  months 
later  the  right  thigh  began  to  swell.  With  the  onset  of  the 
swelling,  the  pain  in  the  right  thigh  became  much  more  severe. 
The  swelling  of  the  thigh  gradually  increased  until,  after  six 
weeks,  she  had  to  take  to  bed.  Since  then  the  swelling  had 
gone  on  increasing,  and  at  times  the  pain  had  been  almost  un- 
bearable. For  some  time  she  had  only  been  able  to  He  on  her 
left  side,  and  occasionally  on   her  face.     A  pressure  sore  had 
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formed  over  the  left  trochanter.  The  patient  had  lost  con- 
siderable flesh. 

Condition  on  Admission. — The  patient  was  pale  and  ema- 
ciated. She  complained  of  severe  pain  in  the  back  of  the 
right  thigh  and  in  the  right  side  of  the  abdomen.  The  right 
leg  was  enormously  swollen  and  oedematous,  more  especially 
the  thigh  and  hip.  The  swelling  extended  up  as  high  as  the 
iliac  crest  behind,  and  in  front  it  could  be  felt  in  the 
abdomen  above  the  iliac  crest,  almost  half  way  up  to  the 
umbilicus.  This  swelling  was  quite  distinct  from  the  uterus, 
and  was  apparently  attached  to  the  ilium.  It  was  par- 
ticularly tender  in  the  right  inguinal  region.  The  uterus 
was  displaced  towards  the  left  side,  and  quite  free  from  the 
tumour.  The  head  of  the  child  could  be  palpated,  lying  to 
the  left,  just  above  the  pelvis.  The  fcetal  heart  sounds  were 
easily  heard — -strong,  but  rather  rapid.  The  labia  were  free 
of  oedema.  On  attempting  to  pass  the  finger  into  the  vagina, 
the  passage  was  found  to  be  obstructed  by  a  hard  globular  mass, 
growing  from  the  right  of  the  pelvis.  The  pain  was  so  great 
that  an  anaesthetic  had  to  be  administered,  to  allow  of  a  thorough 
examination.  The  tumour  was  found  to  occupy  the  greater 
part  of  the  pelvic  cavity,  growing  from  the  right  side,  apparently 
from  near  the  sacro-iliac  joint.  The  finger  was  with  difficulty 
introduced  past  the  mass,  but  the  cervix  could  not  be  reached. 
The  vaginal  mucous  membrane  was  freely  movable  over  the 
mass,  which  at  some  points  was  soft  and  almost  fluctuant,  and 
at  others  quite  hard.  A  rectal  examination  confirmed  the 
observations  made  per  vaijinam.  A  small,  hard  nodule,  evi- 
dently a  fibroid,  was  made  out  in  the  anterior  uterine  wall  near 
the  fundus.  On  passing  the  catheter  it  went  in  obliquely 
towards  the  left. 

My  diagnosis  was,  that  we  had  to  deal  with  a  sarcomatous 
tumour  springing  from  the  right  side  of  the  pelvis.  It  was 
evidently  growing  very  rapidly.     To  get  an  idea  of  the  rate  of 
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growth  we  questioned  the  husband,  and  he  informed  us  that  he 
had  last  had  connection  about  three  months  ago,  and  that  for  a 
month  previous  to  that  he  had  occasionally  experienced  some 
difficulty,   but  never  previous  to  four  months  ago. 

The  prognosis  was  hopeless  as  regards  the  mother.  The 
child  was  still  alive,  but,  as  the  pregnancy  had  barely  reached 
the  seventh  month,  it  was  very  doubtful  if  an  immediate  Caesa- 
rian section  would  give  a  viable  child.  I  therefore  decided  to 
wait  as  long  as  possible  and  then  do  a  section. 

The  consulting  staff  of  the  hospital  generally  agreed  with  the 
diagnosis,  and  proposed  treatment,  but  two  suggested  the  pos- 
sibility of  the  tumour  being  simple. 

The  patient  was  made  as  comfortable  as  possible  by  the  use 
of  opiates  and  keeping  the  bowels  cleared.  There  was  a  slight 
trace  of  albumin  in  the  urine. 

It  was  quite  evident  that  the  tumom-  was  steadily  growing,  as 
the  swelling  of  the  leg  increased,  and  the  vulva  became  oedema- 
tous.  On  the  ninth  day  after  admission  I  determined  to  do 
Caesarian  section.  The  foetal  heart  could  not  be  heard  on  the 
evening  before  the  operation,  but  it  had  been  quite  distinct 
before  that. 

The  operation  was  done  in  the  usual  way.  The  abdominal 
wall  was  very  oedematous  and  the  veins  in  it  much  engorged. 
The  placenta  lay  beneath  the  uterine  incision.  The  child  was 
quite  dead.  Its  head  showed  some  moulding  from  the  pressure 
of  the  tumour.  When  the  placenta  and  membranes  were 
removed,  there  was  a  considerable  amount  of  decidua  in  the 
uterus,  which  was  swabbed  out.  The  cervix  was  found  to  be 
patent  enough  to  allow  of  drainage,  so  it  was  decided  to  stitch 
the  uteru.s  and  leave  it.  It  was  fortunate  this  could  be  done, 
as  any  attempt  at  its  removal  would  have  caused  excessive 
haemorrhage.  A  small  fibroid  tumour  was  removed  from  the 
edge  of  the  incision.  The  uterus  was  flabby,  but  there  was 
very  little  bleeding.      A  hypodermic  of  ergotin  and  strychnine 
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was  given,  and  a  saline  infusion  under  the  breast.  The  turnoui- 
was  observed  to  block  the  pelvic  cavity,  and  to  extend  up  the 
right  side  of  the  abdomen,  to  about  the  level  of  the  umbilicus 
anteriorly.  The  upper  part  was  rounded  and  quite  soft.  It 
vi^as  completely  retroperitoneal,  springing  from  the  right  side  of 
the  pelvis.  The  broad  ligament  was  opened  up  by  it  from 
behind. 

The  operation  was  finished  by  stitching  the  peritoneum  and 
then  the  abdominal  wall. 

The  patient  rallied  from  the  operation,  but,  towards  the  even- 
ing, cardiac  failure  began  to  manifest  itself  and  she  died  twenty- 
four  hours  later.  At  the  time  of  operation  the  temperature  was 
102'4°  F.     It  had  been  normal  the  evening  before. 

The  post-mortem  examination  was  done  by  Dr.  Carstairs 
Douglas,  who  reported  as  follows  : — 

"  The  right  labium  majus  was  enormously  swollen  and  en- 
gorged, the  left  little  affected.  There  was  also  some  oedema  of 
the  abdomen  and  groin  in  the  right  iliac  region.  On  the  right 
side  the  abdomen  was  more  prominent  in  its  lower  part  than  on 
the  left,  and  on  palpating  it  felt  distinctly  more  resistant. 

"  The  thorax  presented  nothing  of  note.  On  opening  the 
abdomen  and  carrying  the  incision  through  the  wound  some 
serous  fluid  of  a  straw  colour  escaped.  The  parietes  at  the 
wound  were  rather  soft,  pulpy,  and  cedematous.  There  was  no 
pus  present.  There  was  commencing  slight  adhesion  between 
the  uterus  and  the  parietes.  The  peritoneimi  appeared  quite 
normal.  The  uterus  was  lying  well  up  in  the  abdomen,  the 
fundus  as  high  as  the  umbilicus.  On  its  anterior  and  upper 
part  was  a  firmly  sutured  wound  about  5  in.  in  length.  The 
tubes  and  ovaries  were  healthy  ;  the  right  ovary  slightly 
enlarged.     The  bladder  was  moderately  full. 

"  On  reflecting  the  abdominal  parietes  it  was  at  once  apparent 
that  the  right  half  of  the  false  and  true  pelvis  was  filled  with  a 
large  patliological  mass.     This  was  rounded  and  nearly  smooth 
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on  its  superior,  anterior  and  inner  aspects.    The  upper  part  was 
of  a  bluish  tint  and  felt  soft  and  boggy.     Its  lower  part  was 
firmer  and  more  flesh-tinted.     It  lay  beneath  the  peritoneum 
on  the  posterior  abdominal  wall  and  pelvis. 
"  The  dimensions  were  as  follows  : — 

"1.  Superiorly  it  rose  to  the  tip  of  the  eleventh  rib,  and 
sUghtly  above  the  umbilicus  (about  the  level  of  the  second 
lumbar  vertebra). 

"2.  Anteriorly  it  grew  forw^ards  sufficiently  to  make  a  pro- 
minence in  the  right  iliac  region. 

"3.  Internally  it  reached  the  middle  line  at  the  level  of  the 
promontory  of  the  sacrum  ;  above  this  it  gradually  receded 
from  the  middle  line  of  the  body,  while  in  the  true  pelvis  near 
the  outlet  it  rather  exceeded  this  limit. 

"  4.  Posteriorly  and  externally  it  was  continuous  with  the 
pelvic  wall. 

"  5.  Inferiorly  it  w-as  found  on  removing  the  whole  pelvis  that 
it  had  grown  down  under  the  pelvic  arch ;  that  it  had  incor- 
porated in  its  substance  practically  all  the  upper  part  of  the 
ischium,  and  of  the  pubis  and  the  ilium  near  the  acetabulum 
It  had  grown  out  of  the  pelvis  at  the  greater  sacro-sciatic 
notch,  and  had  so  eaten  through  the  bones  just  behind  the 
acetabulum  that  the  ilium  here  had  become  quite  detached 
from  the  ischium  and  pubis. 

"The  lower  part  of  the  growth  was  more  osseous  than  the 
upper,  and  contained  many  large  spaces,  some  of  them  fuU  of 
blood.  It  was  very  fragile  and  easily  crumbled.  There  was 
no  distinct  demarcating  line  of  tissue  to  circumscribe  it,  but 
it  projected  in  an  irregular  manner  into  the  tissues  of  the 
thigh  in  its  upper  part. 

"  One  or  two  smaU  glands  were  enlarged  along  the  right 
Poupart's  ligament.  Some  enlarged  retroperitoneal  glands 
were  also  found.  The  right  ureter  in  its  course  to  the  bladder 
was  stretched  over  the  tumour. 
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"  The  spleen,  kidneys,  and  other  abdominal  organs  showed 
nothing  of  interest.     The  liver  was  large,  pale  and  fatty. 

"The  microscopic  examination  of  the  growth  showed  it  to 
be  composed  almost  entirely  of  large,  rapidly  growing  cartilage 
cells,  with  here  and  there  small  gi'oups  of  cells  suggestive  of 
sarcomatous  degeneration ;  there  were  also  cysts  at  places ; 
so  it  may  have  been  an  ordinary  enchondroma  with  cystic 
changes,  or  with  sarcomatous  degeneration,  or  both." 


Fig.  21. — Sarcomatous-enchondroma  of  the  pelvis.     The  growth  lies  to 
the  right,  the  sutured  uterus  to  the  left. 

It  is  impossible  to  decide  when  this  tumour  first  began  to 
grow.  It  may  have  been  there  before  conception,  and  the 
sciatic  pains  would  point  to  the  nerve  having  been  affected 
during  the  last  two  years.  If  it  was  there  at  the  beginning 
of  the  pregnancy,  it  is  quite  certain  that  its  rate  of  growth 
became  very  rapid  during  the    gestation.     The    growth    may 
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have  been  simple  to  begin  with,  but  there  is  no  doubt  of 
its  malignant  character  finally,  although  it  is  difficult  to 
demonstrate  sarcomatous  cells  in  it. 

I  regi-et  that  I  had  not  operated  a  few  days  sooner,  as  there 
would  have  been  a  slight  chance  of  saving  the  child's  life,  but 
we  had  no  warning  of  its  impending  death.  I  do  not  know 
what  caused  its  death. 
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CHAPTEE  XXIII. 

DELAY  DUE  TO  FAULTS  OP  THE  PASSENGER. 

Toughness  of  the  Membranes — Large  Size  of  the  Foetal  Head— Hardness 
of  the  Head  from  Premature  Ossification — Hydrocephalus — Malfor- 
mations of  the  Foetus — Spiua-Bifida — Meningocele — Distention  of  the 
Body  of  the  Foetus — Distention  of  the  Abdomen — Monsters — Short- 
ness of  the  Umbilical  Cord— Malposition  of  the  Head— Malpresenta- 
tious  of  the  Head— Face  and  Brow  Presentations — Cases — Malposition 
of  the  Arm  in  Head  Presentations. 

Toughness  of  the  Membranes.  —  Under  ordinary  con- 
ditions the  membranes  ruptvu-e  as  soon  as  the  os  is  fully  dilated, 
but  they  are  occasionally  so  tough  that  they  withstand  the 
pressure  of  the  uterine  contractions.  It  occasionally  happens 
that  the  entire  uterine  contents  are  expelled  oi  masse.  As  a 
rule,  when  this  occurs  the  labour  is  a  precipitate,  and  not  a 
prolonged,  one.  The  cases  I  have  seen  of  the  latter  have  usually 
been  premature  ones,  and  the  foetus  has  generally  been  ma- 
cerated. 

Treatment. — Eupture  the  membranes  by  means  of  the  finger- 
nail or  a  clean  stylet.  An  ordinary  hairpin  is  frequently  em- 
ployed for  this,  and  provided  it  is  surgically  clean  there  are  no 
objections  to  its  use.  By  unskilled  hands  the  scalp  has  been 
perforated  in  mistake  for  the  membranes,  so  care  must  be 
exercised,  especially  in  those  cases  in  which  there  are  no 
forewaters.  A  bowl  should  be  used  to  catch  the  hquor  amnii, 
as  in  that  way  the  bed  is  kept  dry  and  the  patient  more  com- 
fortable. 

Large  Size  of  the  Foetal  Head. — If  either  of  the  parents 
(299) 
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has  a  large  head,  the  foetus  may  have  the  same.  If  the  mother's 
pelvis  is  a  very  large  one  no  difficulty  may  arise,  but  if  the 
pelvis  is  smallish,  though  not  small  enough  to  be  called  con- 
tracted, there  may  be  great  difficulty  in  delivering.  The  same 
difficulty  may  arise  in  cases  of  protracted  gestation,  as  the  child 
is  then  larger,  and  the  head  harder,  than  it  would  have  been  at 
the  ordinary  full  time. 

The  labour  will  be  prolonged,  but  if  extreme  flexion  occurs  it 
may  be  terminated  by  natural  efforts. 

Treatment. — Forceps  will  usually  be  required.  If  necessary, 
delivery  should  be  effected  in  the  Walcher  position.  If  you 
fail,  and  the  child  is  still  alive,  do  a  symphysiotomy.  If 
the  child  is  dead,  perforate  the  head.  In  subsequent  labours  it 
may  be  necessary  to  do  an  induction  two  or  three  weeks  before 
full  time  ;  or  at  the  supposed  full  time,  in  a  case  where  gestation 
is  prolonged.  The  induction  should  be  done  as  soon  as  the 
head  cannot  be  pushed  well  into  the  brim. 

Case. — A  multipara,  pregnant  for  the  third  time,  came  to  me 
with  the  following  history.  Her  first  child  had  been  dehvered  at 
full  time  by  craniotomy,  after  failure  with  forceps.  The  second 
had  been  born  by  induction  at  seven  and  a  half  months,  but  had 
not  survived.  Her  pelvis  was  not  a  contracted  one,  as  the  true 
conjugate  was  4  in.  Her  husband's  head  was  very  large  and 
square.  I  decided  to  watch  the  case  and  do  induction  as  soon 
as  I  failed  to  push  the  head  through  the  brim.  Three  weeks 
before  full  time  I  found  this  was  the  case.  I  then  induced 
labour  and  delivered  by  forceps  with  considerable  diflficulty. 
Tlie  child  was  aUve  and  did  well.  It  weighed  7i  lb.,  and  looked 
as  if  it  were  a  full  time  one. 

Hardness  of  the  Head  from  Premature  Ossification. — 
This  condition  is  occasionally  seen.  The  head  may  not  be  a 
large  one,  but  as  it  cannot  mould  the  dehvery  will  be  difficult. 
If  it  flexes  well  it  may  be  born  by  natural  efforts.  The  treat- 
ment is  the  same  as  for  a  larsre  head. 
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Hydrocephalus. — This  conditiou  occui's  about  ouce  in 
1,000  labours.  The  cavities  of  the  brain  may  be  enormously 
distended  with  the  fluid.  The  outer  layer  of  brain  substance 
may  be  very  thin.  The  sutures  and  fontanelles  are  wide,  and 
the  cranial  bones  thin,  almost  like  parchment.  In  slight  cases, 
the  bones  may  not  be  w'idely  separated,  but  they  will  be 
thinned  out.  They  may  be  united  at  their  edges.  The  body 
of  the  child  is  frequently  small  and  shrivelled.  Pelvic  presen- 
tations are  common.      Spina- bifida  is  also  occasionally  present. 

The  labour  will  be  delayed,  and  the  risk  to  the  mother  will 
be  very  great,  if  proper  treatment  is  not  adopted.  With  proper 
treatment,  the  risk  to  the  mother  should  not  be  any  greater 
than  in  an  ordinary  artificial  delivery.  If  the  case  is  left  to 
natm^e,  the  uterus  may  rupture,  or  the  w'oman  may  die  of 
exhaustion.  Eupture  is  said  to  have  occurred  in  sixteen  out  of 
seventy-four  cases.  I  have  known  the  uterus  to  be  ruptured 
in  attempts  to  drag  the  undiminished  head  through,  in  a  breech 
presentation.  If  the  child  has  been  dead  for  a  time  and  macer- 
ation has  commenced,  the  head  may  be  so  softened  that  it  may 
burst,  or  else  come  through  the  pelvis  without  difticulty. 

Diagnosis. — With  care,  there  should  be  no  difficulty  in 
diagnosing  the  condition,  especially  if  an  anaesthetic  is  used. 
When  the  head  presents,  it  will  be  high  up  and  very  soft. 
The  sutures  and  fontanelles  wiU  be  wide,  and  the  bones  easily 
bent.  A  bimanual  examination  will  reveal  the  enlarged  condi- 
tion of  the  head.  The  bimanual  examination  is  of  the  utmost 
importance,  especially  when  the  breech  is  born.  In  case  of  a 
breech  presentation,  the  body  will  usually  be  small  and  ill- 
developed,  but  this  is  not  always  the  case.  By  abdominal 
palpation  and  the  bimanual  examination  there  should  he  no 
difficulty  in  recognising  the  condition. 

Prognosis. — If  the  condition  is  recognised  early  there  should 
be  very  little  risk  to  the  mother.  As  regards  the  child,  it  will 
])robably   l)e  dead,  hut,  if  it  is  l)ovn  alive,  it  will  soon  die,  so 


3<)2  CfJXICAL  OBSTETRICS. 

that  the  mother  must  not  be  exposed  to  any  risk  in  its 
interests. 

Case. — The  patient,  a  multipara,  had  a  very  large,  roomy 
pelvis.  She  was  a  very  stout  woman,  so  that  abdominal 
palpation  was  very  unsatisfactory.  On  making  a  vaginal 
examination,  I  found  the  os  was  about  the  size  of  half  a  crown, 
and  inside  the  membranes  there  was  a  soft,  boggy  mass,  but 
no  bones  to  be  felt.  On  carefully  investigating  the  condition 
by  a  bimanual  examination,  I  came  to  the  conclusion  that  I 
had  to  deal  with  a  case  of  hydrocephalus,  and  that  the  wide 
anterior  fontanelle  was  presenting.  As  soon  as  the  os  was 
fully  dilated,  I  ruptured  the  membranes,  perforated  the  head, 
and  deUvered  it  with  forceps.  The  head  had  been  exceedingly 
large,  and  the  child's  body  was  well  developed. 

The  mother  made  a  normal  recovery. 

Treatment. — Perforate  the  head  as  soon  as  the  os  is  fully 
dilated,  and  deliver  by  forceps  or  the  cranioclast.  When  the 
breech  presents,  do  not  attempt  to  drag  the  head  through 
without  first  perforating  it.  Perforate  through  the  most  acces- 
sible part,  behind  the  ear,  or  through  the  roof  of  the  mouth. 

Malformations  of  the  Fcetus. 

Spina-bifida  has  been  mentioned  as  occurring  along  with 
hydrocephalus.  As  a  rule,  the  tumour  is  so  soft  that  it  will 
not  obstruct  delivery  of  the  body,  but,  if  it  should,  an  opening 
should  be  made  into  it. 

Meningocele. — We  sometimes  find  a  large  meningocele 
connected  with  the  back  part  of  the  head.  I  have  seen  a  very 
large  one  in  a  case  of  hydrocephalus.  If  it  causes  any  obstruc- 
tion, perforation  should  be  resorted  to. 

Distention  of  the  Body  of  the  FcEtus. — The  chest  of  the 
child  is  occasionally  distended  by  a  hydrothorax.  The  head 
or  the  breech  may  be  born  easily  enough,  but  the  thorax  sticks. 
A  careful  examination  should  be  made,  to  determine  what  is 
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causing  the  delay.  As  the  child  will  be  dead,  there  is  no  use 
in  continuing  excessive  traction,  but  the  chest  should  be  opened 
at  once  with  a  perforator  or  a  pair  of  scissors.  The  delivery 
will  then  be  easy. 

Distention  of  the  Abdomen  of  the  Foetus. — This  may 
arise  from  ascites,  gas,  a  distended  bladder,  cystic  disease  of 
the  kidneys,  or  tumour  of  the  liver  or  other  organ.  When  one 
meets  with  obstruction  of  the  body  a  careful  examination  should 
be  made  under  chloroform.  By  careful  palpation,  and,  if  neces- 
sary, passing  the  hand  in  cautiously,  one  can,  as  a  rule,  make 
out  the  condition.  The  child  will  be  dead,  so  one  need  have  no 
compunction  in  perforating  the  obstructing  mass.  A  simple 
perforation  is  all  that  is  usually  necessary,  but  with  a  solid 
tumour  it  would  be  necessary  to  break  up  the  mass. 

Monsters. — Occasionally  united  foetuses  are  born.  Both 
children  may  be  fully  developed  and  united  by  a  band  at  the 
sternum,  as  the  famed  Siamese  twins  and  others  were.  In  other 
cases  there  may  be  a  parasitic  attachment,  as  in  the  case  of 
Laloo.  There  are  many  different  forms  of  these  monsters,  and 
it  is,  therefore,  difficult  to  make  any  suggestions  as  to  how  they 
should  be  delivered.  Fortunately  nature  seems  able  to  over- 
come the  difficulty  in  many  cases.  The  method  to  be  adopted 
would  have  to  be  decided  according  to  the  condition  found,  but 
one  should  do  a  destructive  operation,  rather  than  subject  the 
mother  to  any  risk,  from  attempts  to  deliver  the  foetus  or 
foetuses  entire. 

Shortness  of  the  Umbilical  Cord.  —This  may  be  actual, 
or  acquired  by  the  cord  being  wound  several  times  round  the 
neck,  or  some  other  part  of  the  foetus.  The  cord  is  round  the 
neck  in  a  large  proportion  of  cases,  but  unless  there  are  several 
coils,  it  is  not,  as  a  rule,  sufficiently  shortened  to  interfere  with 
the  descent  of  the  child  imtil  the  head  is  born.  In  some  cases, 
however,  it  is  so  short  that  it  will  prove  a  serious  cause  of  delay. 
It  may  only  be  a  few  inches  long. 
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Dangers. — The  cord  may  rupture,  or  the  placenta  may  be 
prematurely  separated.  In  the  former  condition  the  risk  would 
be  to  the  child,  while,  in  the  latter,  there  would  also  be  some 
risk  to  the  mother.  It  might  cause  inversion  of  the  uterus, 
which  would  be  exceedingly  serious  for  the  mother. 

Diagnosis. — As  a  rule,  acquired  shortness  of  the  cord  can  be 
easily  diagnosed,  as  the  cord  will  be  found  round  the  neck 
when  the  head  is  born.  Actual  shortness  of  the  cord  is  much 
more  difficult  to  determine.  The  descent  of  the  child  wiU  be 
hindered,  although  the  contractions  may  be  strong.  With 
each  contraction  a  portion  of  the  uterine  wall  will  be  dragged 
down. 

Treatment. — When  the  cord  is  round  the  neck,  if  it  is 
long  enough,  it  should  be  drawn  over  the  head,  or  slackened 
sufficiently  to  pass  over  the  shoulders.  If  this  cannot  be  done, 
the  cord  should  be  divided  and  delivery  quickly  effected,  so  as 
to  get  the  end  next  the  child  tied,  to  check  bleeding.  With 
actual  shortness  of  the  cord  one  cannot  reach  it,  so  it  will 
have  to  take  its  chances  of  tearing  tlii'ough  or  separating  the 
placenta,  while  the  child  is  being  delivered  by  forceps,  or 
traction,  if  it  is  a  breech  presentation.  Delivery  should  be 
done  quickly  in  the  interest  of  the  child.  If  inversion  occurs 
it  must  be  reduced  at  once. 

Malposition  of  the  Head. — When  the  head  presents  in 
either  of  the  occipito-jwsterior  j^ositions,  the  labour  is  generally 
prolonged.  As  I  have  already  stated,  these  cases  are  often 
delayed  in  the  first  stage  of  labour,  especially  if  there  is  not  a 
good  bag  of  forewaters,  but  it  is  during  the  second  stage  that 
delay  most  frequently  occurs. 

If  the  head  becomes  well  flexed  the  occiput  will  come  down 
on  the  pelvic  floor  first  and  follow  the  usual  rule,  i.e.,  it  will 
pass  forwards  under  the  pubic  arch.  It  thus  has  to  pass 
through  three-eighths  of  a  circle,  and  will  occupy  a  much  longer 
time  than  if  it  had  been  to  the  front  to  begin  with.     This  is 
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tvhat  is  called  long  rotation.  When  this  occui's  the  labour 
will  usually  finish  by  natural  etforts,  unless  uterine  inertia  has 
come  on. 

In  a  good  many  cases,  however,  the  sinciput  passes  forwards 
by  a  short  rotation,  and  the  occiput  backwards,  into  the  hollow 
of  the  sacrum.  This  gives  a  persistent  occipito-posterior  case. 
In  these  cases  flexion  has  not  occurred,  and  the  fore  part  of  the 
head  first  reaches  the  pelvic  floor,  and  necessarily  passes 
forwards.  This  malrotation  is  apt  to  occur  with  small  heads, 
as  they  can  pass  through  the  In'im  without  flexion. 


Fig.  22. — Diagram  to  show  the  difference  between  occipito-anterior  and 
occipito-posterior  positions  as  regards  internal  rotation  ;  I.  Occipito- 
anterior, occiput  rotates  to  the  front  through  one-eighth  circle  ;  II. 
Occipito-posterior,  occiput  rotates  to  the  front  through  three-eighths 
circle,  or  else  forehead  rotates  to  the  front  through  one-eighth  circle 
(Fothergill). 


If  the  contractions  are  still  strong,  the  child  may  be  born 
by  natural  efforts,  but,  as  the  forehead  of  the  child  does  not  fit 
under  the  pubic  arch  nearly  so  well  as  the  back  of  the  head, 
a  much  greater  strain  will  be  thrown  on  the  perineum.  As 
the  contractions  of  the  uterus  drive  the  child  downwards,  the 
resistance  of  the  perineum  sends  the  head  forwards,  and  causes 
it  to  flex  as  it  passes  out.  The  mechanism  thus  differs  from 
that  of  the  occiput  anteriorly,  in  flexion  occurring  instead  of 
extension.  Tiie  perineum  is  very  apt  to  be  torn. 
20 
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Treatment  of  Occipito-posterior  Cases.  —  If  the  head  is 
well  flexed,  the  case  can  be  left  to  nature  for  a  reasonable 
length  of  time,  but,  if  inertia  begins,  forceps  should  be  applied. 
If  the  occiput  has  not  rotated,  this  may  be  done  manually.  It 
is  quite  easy  to  pass  the  hand  in  and  rotate  the  occiput 
forwards,  but  this  is  of  no  use  unless  the  body  is  rotated  at 
the  same  time.  This  can  be  done  by  the  external  hand,  or,  if 
the  head  is  not  fixed  in  the  brim,  by  passing  the  internal  hand 
in  and  bringing  the  posterior  shoulder  forwards.  The  forceps 
can  then  be  applied  and  delivery  effected.  If  the  forceps  are 
applied  before  the  occiput  has  rotated,  rotation  will  occur 
during  delivery.  When  it  occurs,  the  blades  should  be  taken 
off,  and  reapplied  to  the  sides  of  the  head  in  the  cavity.  When 
the  occiput  lies  in  the  hollow  of  the  sacrum,  it  must  be  de- 
livered posteriorly.  Great  care  must  be  taken  of  the  perineum, 
or  it  will  be  torn. 

The  ordinary  double  curved  instruments  grasp  the  head 
rather  too  far  forwards,  and  therefore  do  not  promote  flexion. 
They  thus  to  a  certain  extent  encourage  maLrotation.  Milne- 
Murray  has  devised  a  straighter  instrument  than  his  ordinary 
one,  which  is  an  improvement,  but  the  ordinary  instrument 
does  so  well  that  one  hardly  feels  disposed  to  cumber  one's  bag 
with  a  second  set. 

Malpresentations  of  the  Head. — Parietal  presentations 
occur,  especially  in  flat  pelves,  and  have  been  akeady  dealt 
with. 

Face  and  Brow  Presentations. — Face  presentations  occur 
about  once  in  200  cases.  They  may  be  conveniently  divided 
into  primary  and  secondary  face  cases.  In  the  primary  the 
face  presents  from  the  very  beginning  of  labour,  i.e.,  extension 
has  occurred  before  labour  has  commenced.  The  extension 
may  be  caused  by  anything  which  will  elevate  the  chin,  as  an 
enlargement  of  the  thjT.-oid  or  thymus  glands,  an  enlargement 
of  the  chest,  or  the  arms  folded  under  the  chin,  or  it  may  be 
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caused  by  a  spastic  contraction  of  the  muscles  of  the  back  of 
the  neck,  which  will  necessarily  elevate  the  chin.  In  the 
secondary,  the  extension  is  caused  by  the  occiput  being  arrested 
in  its  downward  descent,  at  the  beginning  of  labour.  A  dolicho- 
cephalic head  will  predispose  to  this,  but  the  most  frequent 
cause  is  obliquity  of  the  uterus ;  the  occiput  gets  pushed 
against  the  side  of  the  brim  and  is  arrested  there,  and,  as  the 
front  part  of  the  head  is  free  to  enter  the  brim,  it  does  so,  and  a 


L.M.P. 


L.M.A. 
Fig.  23.— Four  position 


R.M.A. 
IS  in  face  presentations  from  below  (Croni). 


face  presentation  results.  A  flat  pelvis  also  predisposes  to  this 
presentation.  As  we  have  already  seen,  a  certain  amount  of 
extension  occurs  as  the  liead  enters  the  l)rim,  in  a  flat  pelvis, 
and  a  little  increase  of  this  may  very  easily  bring  the  face 
down.      With  a  dead  child  the  face  not  infrequently  presents. 

The  positions  are  four  in  number,  as  in  vertex  presentation. 
The  chin  or  mentum  is  the  leading  part  or  denominator.  The 
best  way  to  consider  the  presentations  in  the  four  positions,  is 
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to  look  upon  them  as  having   been   converted   from   ordinary 
vertex  presentations,  thus  : — 

1.  L.O.A.  gives  R.M.P.  Right  mento-posterior  (1st  in  frequency). 

2.  R.O.A.      ,.      L.M.P.  Left          „            „  (3rd  .,  „        ). 

3.  R.O.P.      „      L.M.A.  Left  mento-anterior  (2nd  „  „         ). 

4.  L.O.P.      „      R.M.A.  Right     „           „  (4th  „  „         ). 

As  the  L.O.A.  position  is  by  far  the  commonest  in  vertex 
presentations,  the  R.M.P.  position  is  the  most  frequent  in  face 
presentations. 

As  the  head  comes  through  the  pelvis,  the  movements  of  the 
face  are  the  same  as  of  the  occiput  in  vertex  presentations, 
except  that  the  first  and  third  movements  are  reversed.  Thus, 
with  the  face  presenting,  the  first  movement  is  extension  instead 
of  flexion,  and  thirdly  flexion  instead  of  extension,  as  the  head 
is  born.  The  rotation  movements  are  the  same  as  in  vertex 
cases,  i.e.,  in  internal  rotation  the  leading  part  passes  foi'wards, 
and  in  external,  the  leading  shoulder  does  the  same. 

As  the  vast  majority  of  face  cases  begin  with  the  chin  pos- 
terior, the  internal  rotation  is  exactly  the  same  as  with  occipito- 
posterior  cases,  viz.,  either  a  long  rotation  of  the  chin  through 
three-eighths  of  a  circle,  when  there  is  full  extension,  or  a  short 
rotation  of  the  forehead  forward  through  one-eighth  of  a  circle, 
and  of  the  chin  into  the  hollow  of  the  sacrum,  when  extension 
is  only  partial.  In  the  latter  cases  the  forehead  strikes  the 
pelvis  floor  first  and  is  thrown  forwards. 

The  labour  is  usually  delayed.  As  akeady  stated,  the  first 
stage  will  be  prolonged,  because  the  face  is  not  a  good  dilator, 
and  does  not  allow  of  the  formation  of  a  good  dilating  bag  of 
forewaters,  and  the  membranes  are  also  liable  to  rupture  early. 
In  the  second  stage  there  will  be  delay,  because  the  diameters 
of  the  head  do  not  fit  the  pelvis  so  well  as  when  the  occiput  is 
leading.  As  the  majority  of  the  cases  are  mento-posterior  to 
begin  with,  if  long  rotation  occurs  there  will  be  considerable 
delav,  but  the  labour  may  be  finished   by  natural  efforts.      On 


DELAY  DUE   TO  FAULTS  OF   THE  PASSENGER.  309 

the  Other  hand,  if  the  chin  passes  into  the  hollow  of  the  sacrum, 
the  face  will  become  impacted,  and  delivery  by  natural  efforts 
will  hardly  be  possible,  unless  the  child  is  very  small  or  mac- 
erated. The  neck  of  the  child  is  so  short  that  the  retracted 
head  and  chest  must  pass  the  brim  together,  and  there  will  not 
be  room  with  an  ordinary-sized  child. 

Diagnosis.— The  condition  may  be  recognised  l)y  abdominal 
palpation,  but  the  diagnosis  is  usually  made  by  vaginal  exam- 
ination. In  the  early  stages,  the  membranes  will  protrude  in  a 
sausage  shape,  and  the  presenting  part  be  high  up,  so  that  there 
may  be  some  difficulty  in  making  out  the  presentation.  It  will 
feel  softer  and  more  irregular  than  the  vertex.  When  the 
orbital  ridges,  eyes,  nose  and  mouth,  can  be  felt,  it  is  easy  of 
recognition.  After  the  membranes  are  ruptured,  the  finger  can 
be  passed  into  the  mouth,  and  the  presence  of  hard  gums  and 
tongue  and  the  absence  of  meconium  will  enable  you  to  dis- 
tinguish it  from  the  breech.  Avoid  injuring  the  eyes,  and  make 
out  the  direction  the  chin  is  pointing  in. 

Prognosis. — -If  the  case  is  recognised  early,  and  if  the  mem- 
branes remain  intact  until  the  os  is  fully  dilated,  the  risk  to  the 
mother,  if  prompt  treatment  is  then  adopted,  should  not  be 
much  greater  than  in  an  ordinary  case  of  artificial  delivery,  but 
the  risk  to  the  child  will  be  greater  than  with  an  ordinary 
vertex  case.  If  the  case  is  left  to  nature,  the  risk  to  the  mother 
will  be  greater,  and  to  the  child  markedly  so.  If  the  pelvis  is 
contracted,  there  will  be  an  added  risk  to  both. 

Treatment. — Preserve  the  membranes  intact  as  long  as  pos- 
sible. If  the  position  is  mento-anterior,  the  case  may  be  left 
to  nature,  provided  the  contractions  are  strong,  and  the  head  is 
not  very  large.  If  inertia  uteri  comes  on,  or  no  advance  is 
being  made  after  a  reasonable  time,  forceps  should  be  applied. 
In  primary  mento-posterior  cases,  version  should  be  done  as 
soon  as  the  os  is  fully  dilated.  In  secondary  mento-posterior 
cases,  an  attempt  should  be  made  to  bring  the  occiput  down,  so 
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as  to  convert  it  into  an  ordinary  vertex  presentation.  The  best 
way  to  do  this  is  to  pass  the  hand  in,  grasp  the  occiput,  pull  it 
down,  and  push  the  forehead  up,  so  as  to  cause  flexion.  This 
can  be  quite  easily  accompHshed  at  the  time  of  ruptui-ing  the 
membranes,  or  shortly  afterwards,  before  the  uterus  is  firmly 
retracted  round  the  child.  In  primary  cases,  as  a  rule,  ii 
cannot  be  done,  as  the  tumour,  or  whatever  has  thrown  the 
chin  up,  will  prevent  flexion.  When  the  head  is  flexed  the 
case  may  be  left  to  nature,  but  I  prefer  to  deliver  at  once  with 
forceps.  Schatz's  method  of  converting  a  face  into  a  vertex 
presentation  looks  well  on  paper,  but  is  not  very  practicable, 
for  the  simple  reason  that,  in  the  majority  of  cases,  the  chin,  and, 
therefore,  the  chest,  lie  to  the  back,  and  it  is  impossible  to  put 
pressure  upon  the  chest  in  the  right  direction.  If  you  fail  to 
get  the  occiput  down,  version  should  be  done  at  once. 

If  labour  has  gone  on  for  a  considerable  time  and  the  face 
is  jammed  into  the  pelvis,  version  or  rectification  is  out  of  the 
question.  If  version  is  attempted  after  the  uterus  has  become 
retracted  round  the  child,  rupture  will  be  almost  sure  to  happen, 
as  in  case  iii.  Extension  and  rotation  should  be  assisted  by 
bringing  the  chin  down  and  pressing  it  forwards  with  the 
fingers.  If  nature  fails  to  deliver,  forceps  must  be  applied.  If 
the  chin  is  lying  in  the  hollow  of  the  sacrum,  forceps  may  be 
tried  if  the  child  is  still  alive,  and  if  the  head  is  not  very  large, 
but  the  chances  are  that  delivery  will  not  be  possible.  If  the 
child  is  dead,  or  if  you  fail  with  forceps,  craniotomy  should  be 
done  at  once.  The  perineum  is  very  ready  to  tear  badly  during 
delivery,  either  by  nature  or  forceps. 

Head  Moulding. — When  born,  the  head  will  be  considerably 
moulded.  The  eyeUds,  cheeks,  nose  and  lips  will  be  much 
swollen  and  congested,  from  the  formation  of  the  caput  suc- 
cedaneum.  There  will  probably  be  effusions  of  blood  into  the 
conjunctivae.  The  head  will  be  flattened  from  above  down- 
wards,  and   the   frontal   and   occipital    bones   will   be    bulged. 
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The  occipito-frontal  diameter  of  the  head  will  be  considerably 
lengthened.  The  elongated  occipital  portion  of  the  head  will 
give  a  dolichocephalic  appearance  to  the  head.  This  is  usually- 
given  as  a  cause  of  face  presentations,  but  in  the  majority  of 
cases  it  is  an  effect,  and  not  a  cause.  The  swelhng  of  the  lips 
will  probably  prevent  the  child  from  sucking  for  a  day  or  two, 
but  the  moulding  and  swelling  pass  off  very  quickly.  It  is 
well  to  warn  the  friends  that  the  face  will  be  disfigured,  or 
they  may  blame  you  for  having  caused  this.  The  mother 
should  not  be  allowed  to  see  the  child  immediately,  as  its 
appearance  may  cause  her  considerable  shock. 

Brow  Presentation. — This  may  be  looked  upon  as  an 
arrested  face  presentation.  A  certain  amount  of  extension 
has  occurred,  but  not  sufficient  to  bring  the  chin  down.  If 
extension  goes  on,  the  case  will  either  end  as  a  face  one,  persist 
as  a  brow,  or,  if  flexion  occurs,  may  be  converted  into  an 
ordinary  vertex  case. 

Brow  cases  are  much  rarer  than  face  ones,  and  are  caused 
by  the  same  conditions  acting  in  a  minor  degree. 

Diagnosis. — The  anterior  fontanelle  is  very  easily  felt,  and 
the  face  can  be  reached,  but  the  posterior  fontanelle  cannot  be 
touched. 

Prognosis. — If  the  case  is  left  to  nature  the  risk  to  mother 
and  child  will  be  greater  than  in  face  cases.  If  the  condition 
is  recognised  early,  and  properly  treated,  the  risk  to  the  mother 
should  not  be  great,  but  the  child  will  have  to  run  the  risk  of 
artificial  delivery. 

Treatment. — If  the  case  is  seen  early,  the  head  should  be 
flexed,  and,  if  this  cannot  be  accompHshed,  version  should  be 
done.  If  it  is  too  late  for  version,  the  chin  should  be  brought 
down,  so  as  to  convert  it  into  a  face  case.  If  this  cannot  be 
done,  forceps  should  be  tried,  and,  if  they  fail,  craniotomy  must 
be  resorted  to. 

In  one  case  I  delivered  with  forceps,  the  brow  did  not  rotate 
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forwards  but  came  out  in  the  transverse  diameter.  The  pelvis 
was  fortunately  a  very  roomy  one.     The  child  was  alive. 

Cases  of  Face  Presentations. —  Case  I. — A  multipara  with 
a  somewhat  pendulous  abdomen  was  found  when  first  seen  to 
have  the  os  fiilly  dilated  and  the  membranes  intact.  The  face 
presented  E.M.P.,  and  was  not  engaged  in  the  brim.  From 
her  account  the  face  had  presented  at  her  previous  labour  and 
version  had  been  done,  but  the  child  was  lost.  I  at  once 
ruptured  the  membranes,  grasped  the  occiput,  flexed  the  head 
without  any  dif&culty,  and  applied  forceps.  Delivery  of  a  large 
live  child  was  easily  effected. 

Case  II. — A  multipara  with  a  fairly  large  pelvis  had  been  in 
labour  a  considerable  time.  The  membranes  were  ruptured, 
but  the  uterus  was  not  moulded  round  the  chUd.  The  face 
presented,  but  was  not  jammed  into  the  pelvis.  The  patient 
was  put  deeply  under  chloroform,  and  I  turned  cautiously. 
When  the  body  was  born  the  arms  passed  up  by  the  side  of  the 
head.  One  was  easily  relieved,  but  the  other  had  passed  behind 
the  head.  As  I  was  afraid  of  losing  the  child,  I  decided  to  break 
the  humerus,  as  the  quickest  way  of  getting  the  arm  freed.  I 
did  so  and  delivered  the  child  alive.  The  arm  was  bandaged 
to  the  body  for  a  few  days  and  then  put  in  sphnts,  and  it  soon 
united. 

Crt.se  III. — The  patient,  a  multipara,  was  brought  to  hospital 
fi'om  some  distance  in  the  country.  She  died  a  few  minutes 
after  admission. 

Her  former  labours  had  been  normal.  The  face  presentation 
(mento-posterior)  had  been  recognised  early  in  labour.  The 
child  was  large  and  the  face  failed  to  enter  the  brim.  Various 
forms  of  forceps,  axis-traction  and  others  had  been  tried,  but 
all  had  failed.  A  furrow  was  noticed  to  have  formed  somewhat 
obhquely  across  the  abdomen  below  the  umbilicus,  but  the 
terrible  significance  of  this  had  not  been  recognised.  An 
attempt  was  now  made  to  do  version,  and  as  the  hand  passed 
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into  the  uterus  the  patient  suddenly  collapsed.  The  hand  was 
withdrawn,  and  the  patient  was  brought  in  an  ambulance  some 
nine  miles.  As  already  stated,  she  died  a  few  n:iinutes  after 
admission  before  anything  could  be  done. 

Bandl's  ring  was  very  apparent,  running  obliquely  across  the 
abdomen  just  below  the  umbilicus.  The  uterus  was  evidently 
ruptured.  We  were  fortunately  allowed  to  remove  the  uterus. 
"When  it  was  hardened  and  opened  we  found  the  rupture  just 
below  Bandl's  ring.  It  was  the  exact  shape  of  the  back  of  a 
closed  hand.  The  peritoneal  layer  was  intact.  There  was  a 
large  extravasation  of  blood  under  the  loose  peritoneum  of  the 
lower  uterine  segment  (see  fig.  7,  p.  203). 

In  this  case  the  occiput  ought  to  have  been  brought  down 
early,  or,  failing  that,  version  done  before  retraction  set  in.  The 
mother's  life  would  have  been  saved  and  probably  the  child's 
also.  To  attempt  version  after  failure  with  forceps,  especially 
when  Bandl's  ring  was  apparent,  was  almost  absolutely  sure 
to  cause  rupture.  Craniotomy  should,  of  course,  have  been 
resorted  to. 

Malposition  of  the  Arm  in  Head  Presentations. — The 
hand  or  whole  arm  occasionally  presents  with  the  head.  It 
may  be  by  the  side  or  back  of  the  head.  When  it  is  by  the 
side  of  the  head  it  may  not  seriously  interfere  with  labour,  but 
when  it  is  behind  the  head,  with  the  forearm  across  the  back  of 
the  neck,  the  condition  is  a  very  difficult  one  to  deal  with. 

Treatvbent. — When  the  condition  is  diagnosed  early,  the  arm 
should  be  replaced,  by  sweeping  it  to  the  front  of  the  child's 
body.  In  the  posterior  position  this  may  be  difficult  to  accom- 
plish, but  the  arm  should  be  straightened  at  the  elbow,  and  the 
forearm  brought  up  l)y  the  side  of  the  head,  and  carried  forwards 
over  the  face.  If  this  cannot  be  done,  delivery  should  be  effected 
by  version.  If  the  head  and  hand  are  in  the  pelvis,  replace- 
ment may  be  impossible.  Delivery  should  then  be  effected  by 
forceps. 


CHAPTER  XXIV. 

DELAY  IN  THE  THIRD  STAGE  OF  LABOUR. 

Faults  in  the  Powers — -Faults  in  the  Passages^Faults  in  the  Passenger — 
Adherent  Placenta— Succenturiate  Placenta — Adherent  Membranes — 
Treatment  of  Delayed  Third  Stage— Treatment  of  Hour-Glass  Con- 
traction of  the  Uterus — Treatment  of  Adherent  Placenta — Treatment 
of  Adherent  Membranes. 

Delay  in  the  third  stage  of  labour  is  usually  dealt  with 
under  the  heading  of  Retained  Placenta.  As  in  the  other 
stages,  this  may  arise  from  faults  on  the  part  of  the  powers, 
passages,  or  passenger. 

Faults  in  the  Powers. —  Uterine  inertia  may  arise  in  the 
third  stage,  from  exhaustion  of  the  uterine  muscle,  through 
prolongation  of  the  first  or  of  the  second  stage.  In  constitu- 
tionally weak  patients  it  may  continue  throughout  the  third 
stage,  after  having  been  present  during  the  other  stages.  It 
may  also  arise  after  rapid  emptying  of  the  uterus  artificially, 
when  in  a  state  of  inaction.  After  the  child  is  born  there  is 
usually  a  short  period  of  rest,  until  the  uterine  muscle 
regains  tone,  and  then  contraction-s  begin,  and  retraction 
gradually  increases,  until  the  placenta  is  separated  and  expelled 
into  the  vagina.  The  placenta  may  be  retained  in  the  vagina 
if  the  secondary  powers  are  at  fault. 

Faults  on  the  Part    of   the  Passages. — In  a   contracted 

pelvis,  or  in  a  case  with  a  tumour  in  the  lower  part  of  the 

uterine  wall,  the  placenta  may  be  retained  after  separation,  by 

the  promontory  or  tumour  partially  obstructing  the  passage, 

(314) 
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but  a  more  serious  fault  is  hoar-ijlass  contraction  of  the  uterus. 
In  this  condition  the  uterus  is  constricted  about  its  middle, 
and  the  placenta  is  entirely  or  partially  retained,  in  the  portion 
of  the  uterine  cavity  above  the  constriction.  The  contraction 
is  really  at  Bandl's  ring  and  not  at  the  internal  os.  The  lower 
uterine  segment  and  cervix  remain  relaxed.  In  nearly  every 
case  the  condition  is  caused  by  the  administration  of  ergot. 
It  used  to  be  not  an  uncommon  occurrence  among  the  Glasgow 
Maternity  outdoor  patients,  when  ergot  was  given  as  a  routine 
before  the  expulsion  of  the  placenta ;  but  of  late  years,  since 
the  administration  of  ergot  has  been  stopped  (except  after  the 
third  stage  is  over),  no  cases  have  occurred.  Occasionally  the 
cervix  and  lower  uterine  segment  may  contract  and  cause  re- 
tention of  the  placenta,  but  this  is  rare.  It  does,  however, 
occur,  in  cases  where  the  placenta  is  retained  by  adhesions 
for  a  considerable  time,  and  may  form  a  very  serious  barrier  to 
the  subsequent  removal  of  the  placenta. 

Faults  on  the  Part  of  the  Passenger — Adherent  Placenta. 
— This  condition  is  due  to  disease  of  the  placenta  or  of  the 
decidua,  which  prevents  separation  taking  place  through  the 
usual  layer.  The  placenta  is  much  more  fibrous  and  tough 
than  usual.  The  firmness  and  extent  of  the  adhesions  vary. 
Thus  it  may  be  total,  but  slight,  and  neither  separation  nor 
bleeding  may  occur  from  uterine  efforts.  It  can  easily  be 
completely  separated  manually.  Total  firm  adhesions  will 
prevent  bleeding,  but  manual  separation  will  be  very  difficult. 
It  cannot  be  peeled  off,  but  will  have  to  be  removed  bit  by 
bit,  and  portions  may  easily  be  left  behind,  and  the  uterine 
wall  may  be  injured.  In  partial  adhesions,  if  the  upper  part 
of  the  placenta  only  is  adherent,  the  lower  part  will  separate 
and  bleeding  occur,  as  retraction  of  the  lower  part  of  the  uterus 
is  hampered.  If  the  lower  part  is  adherent  and  the  upper 
part  separates,  bleeding  will  not  occur,  as  the  upper  part  of  the 
utems  will  retract, 
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Succenturiate  Placenta. — In  this  condition  there  are  one 
or  more  small  lobules  of  placenta  in  the  chorion,  quite  separate 
from  the  main  mass.  They  may  very  easily  be  left  behind,  as 
the  chorion  is  very  apt  to  tear  away,  and  the  amnion  to  strip  off 
them.  Unless  a  careful  examination  of  the  chorion  is  made, 
you  may  miss  the  condition  at  the  time  of  delivery,  and  only 
discover  it  afterwards  on  the  expulsion  of  the  mass,  or  by  sec- 
ondary post-partum  haemorrhage  occurring.  Fortunately  the 
condition  is  rare. 

Adherent  Membranes, — The  chorion  may  be  partially  or 
entirely  adherent  when  the  placenta  is  in  the  same  condition, 
but  this  may  occur  without  adhesion  of  the  placenta.  Eeten- 
tion  of  a  portion  of  membranes  is  very  often  the  result  of  im- 
proper conducting  of  the  third  stage  of  labour.  As  a  rule,  both 
amnion  and  chorion  are  retained,  entirely  or  in  part,  but 
occasionally  the  amnion  comes  away  completely,  and  you  may 
be  easily  misled  by  this,  if  you  do  not  examine  the  sac  carefully 
to  see  if  both  layers  are  present. 

The  following  case  illustrates  this.  I  was  called  to  a  primi- 
para,  who  was  miscarrying  at  the  sixth  month.  A  bag  of 
membrane  was  protruding  at  the  vulva.  I  rupt;u"ed  this,  and 
the  foetus  was  expelled  in  a  few  minutes.  The  placenta  came 
away  in  ten  or  twelve  minutes,  with,  apparently,  a  complete 
sac.  As  I  had  ruptured  the  sac,  I  did  not  examine  the  mem- 
branes particularly.  I  took  it  for  granted  that  both  layers  were 
present.  There  was  no  haemorrhage  then  or  subsequently, 
but  three  days  later  the  entire  chorion  was  expelled.  There 
were  no  bad  effects,  but  there  might  have  been.  The  entire 
chorion  had  been  adherent,  and  the  amnion  had  protruded 
through  the  lower  part.  That  was  what  I  had  ruptured.  The 
placenta  had  separated  at  its  edges  from  the  chorion,  and  had 
come  away  with  the  amnion  complete.  This  case  shows  that  one 
cannot  be  too  careful  in  examining  every  case,  to  see  if  both 
membranes  are  complete.     Nothing  should  be  taken  for  granted. 
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Treatment  of  Delayed  Third  Stayc. — When  there  is  uterine 
inertia,  the  uterus  should  be  actively  massaged,  to  stimulate 
contractions.  Ergot  should  not  be  given,  as  it  may  cause 
hour-glass  contraction  of  the  uterus.  If  there  should  be  much 
haemorrhage,  the  uterus  should  be  very  firmly  compressed,  and 
pressure  applied  downwards  and  backwards  to  separate  and 
expel  the  placenta,  and  as  soon  as  it  is  away  a  hot  douche 
should  be  given  and  a  hypodermic  of  ergo  tin.  Massaging  of 
the  uterus  should  be  kept  up  until  firm  retraction  has  occurred. 
If  firm  compression  of  the  uterus  fails  to  expel  the  placenta  and 
stop  the  bleeding,  the  aseptic  hand  should  be  introduced  and 
the  placenta  removed.  The  uterus  can  then  be  firmly  kneaded 
on  the  hand  in  its  cavity,  or  in  the  posterior  fornix  behind  the 
cervix.  In  this  way  very  effectual  pressure  can  be  applied  to 
the  uterus,  and  this  will    cause   it  to  contract   and   stop   the 


In  many  cases  of  retention  of  the  placenta  it  is  really  lying  in 
the  vagina,  and  it  can  then  be  expelled  by  pressure  upon  the 
uterus,  or  it  may  be  withdrawn  liy  traction  on  the  cord.  With 
a  contracted  pelvis,  or  a  tumour  in  the  lower  uterine  segment, 
pressure  from  above  will  usually  suffice. 

Treatment  of  Hour-glass  Contraction  of  the  Uterus. — Put 
the  patient  under  chloroform,  and  pass  the  aseptic  hand  into 
the  uterus  in  a  cone-shape,  and  dilate  the  constriction.  If  the 
placenta  is  not  separated,  peel  it  off,  and  remove  it  at  once. 
Then  give  an  intra-uterine  douche. 

Treatment  of  Adherent  Placenta. — The  aseptic  hand  must  be 
passed  into  the  uterus,  and  the  placenta  peeled  off,  by  insert- 
ing the  edge  of  the  hand  between  it  and  the  uterine  wall. 
Always  separate  it  completely  before  attempting  to  remove  it, 
as  you  might  invert  the  uterus  if  you  dragged  on  the  placenta 
before  the  upper  part  of  it  was  separated.  When  it  is  very 
firmly  adherent  you  may  have  to  remove  it  in  bits.  Small 
portions  are  then  liable  to  be  left  behind,  and  the  uterine  wall 
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may  be  injured.  Give  an  intra-uterine  douche  as  soon  as  the 
placenta  and  membranes  are  cleared  out. 

In  every  case  where  the  placenta  is  not  complete,  or  a  lobule 
of  a  succenturiate  placenta  has  been  left  behind,  you  nuist 
explore  the  uterus  at  once  and  remove  the  adherent  portion. 

Treatment  of  Adherent  Membranes. — In  every  case  where 
you  are  quite  sure  a  portion  of  the  membranes  has  been 
retained,  you  should  explore  the  uterus  at  once  and  clear  it  out. 
A  small  piece  of  membrane  may  not  cause  any  mischief,  but 
you  cannot  trust  to  this.  With  proper  aseptic  precautions 
there  is  no  risk  in  exploring  the  uterus.  In  all  cases  where 
the  hand  has  been  introduced  an  intra-uterine  douche  should 
be  given.  It  is  advisable  to  give  the  patient  an  anaesthetic 
when  the  hand  has  to  be  passed  into  the  uterus.  The  operation 
can  be  done  quite  well  without  it,  but  causes  considerable  pain. 


CHAPTEE  XXV. 

PRETERNATURAL  LABOURS. 

Causes  of  Irregular  Presentations  —  Pelvic  Presentations  —  Positions  — 
Mechanism — Causes  of  Delay  in  Breech  Cases — Upward  Displace- 
ment of  the  Arms — Impaction  of  the  After-coming  Head. 

Irregular  Presentations. 

In    these  labours  some  other  part  of  the  child  than  the  head 
presents.     The  presentation  may  be  pelvic  or  transverse. 

Causes  of  Irregular  Presentations. — Broadly  speaking, 
the  foetus  may  be  said  to  accommodate  itself  to  the  shape 
of  the  uterus,  more  especially  during  the  later  months  of 
pregnancy.  The  long  axis  of  the  uterus  will  come  to  be 
occupied  by  the  long  axis  of  the  foetus  ;  therefore,  in  the  vast 
majority  of  labours  at  full  time,  either  the  head  or  the  breech 
of  the  foetus  presents.  The  cause  of  the  preponderance  of  head 
presentations  is  said  to  be  gravity,  as  the  head  is  much  the 
heavier  portion  of  the  foetus,  but  the  shape  of  the  uterus  must 
also  be  taken  into  account.  The  flexed  back  and  breech  of  the 
foetus  naturally  fit  the  fundus  much  better  than  the  head.  By 
reflex  movements,  the  foetus  probably  moves  itself  into  the  posi- 
tion which  will  cause  least  pressure  upon  it.  Until  well  on  in 
pregnancy  the  foetus  is  relatively  small,  compared  to  the  cavity 
of  the  uterus,  and  it  may  occupy  any  position  and  change  this 
position  frequently,  but,  as  it  nears  full  time,  it  takes  up 
the  position  which  it  will  be  found  to  occupy  when  labour 
commences.  This  accounts  for  the  frequency  of  irregular 
(319) 
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presentations  in  premature  labours.  The  tonicity  of  the  foetus 
helps  to  keep  it  in  its  final  position,  but  if  it  be  dead  and 
macerated  this  no  longer  holds  good,  hence  the  frequency  of 
irregular  presentations  with  dead  foetuses.  Anything  which 
will  interfere  with  the  normal  shape  of  the  uterus,  such  as 
tumours  or  congenital  malformations,  or  with  the  shape  of 
the  foetus,  as  hydrocephalus,  malformations  and  monsters, 
will  disturb  the  balance,  and  tend  to  irregular  presentations. 
Overdistention  of  the  uterus  fron^  hydramnios  also  tends  to 
this,  as  it  allows  greater  freedom  of  movement  to  the  foetus, 
so  that  at  full  time  it  is  in  much  the  same  position  as  a  sixth 
or  seventh  month  foetus  under  ordinary  conditions.  In  multiple 
pregnancies,  irregular  presentations  are  common  from  the  same 
cause. 

Pelvic  Presentations.— These  occur  in  about  3  per  cent,  of 
all  labours.  They  are  divided  into  three  varieties,  viz.,  breech, 
foot,  and  knee,  according  to  whether  the  buttocks,  foot,  or  knee 
enters  the  brim  first.  The  attitude  of  the  foetus  in  litem 
is  the  same  as  when  the  head  presents,  viz.,  one  of  tiexion. 
The  thighs  should  be  flexed  upon  the  abdomen  and  the  legs 
upon  the  thighs.  As  a  rule,  the  feet  are  well  up,  but,  if  they 
happen  to  be  low  down,  one  or  both  may  be  felt  at  the  brim. 
In  some  cases  the  legs  are  not  flexed,  but  extended,  and  the 
feet  then  lie  well  up  on  the  chest.  In  this  condition  impaction 
is  liable  to  occur,  as  we  shall  see  later.  If  the  foetal  attitude  of 
flexion  becomes  undone,  the  knee  presents.  This  is  the  rarest 
of  the  three  varieties. 

Causes. — -Anything  which  interferes  with  the  normal  shape 
of  the  uterus  or  foetus  tends  to  cause  pelvic  presentations,  e.y., 
excessive  liquor  amnii,  multiple  pregnancies,  tumours  of  the 
uterus  or  foetus,  contracted  pelvis,  obliquity  of  the  uterus, 
placenta  praevia.  Monsters,  dead  or  premature  children,  and 
those  suffering  from  hydrocephalus,  frequently  present  in  this 
way. 
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Diagnosis. — By  abdominal  palpation  the  rounded  head  can 
be  made  out  at  the  fundus.  The  foetal  heart  will  be  heard 
loudest  above  the  umbilicus.  The  membranes,  if  unruptured, 
will  protrude  in  a  sausage  shape.  They  are  liable  to  rupture 
early,  because  the  breech  does  not  effectually  dam  back  the 
liquor  amnii.  The  presenting  part  will  be  much  softer  than  the 
head,  not  so  rounded,  and  no  sutures  or  fontanelles  will  be  felt. 
The  sacrum,  coccyx,  and  ischial  tuberosities  can  be  recognised. 
When  the  membranes  are  ruptured  the  anus  and  genital  organs 
can  be  felt.  The  anus  can  be  told  from  the  mouth  by  the  fact 
that  there  are  no  hard  gums  or  tongue  inside  of  it.  The  anus 
has  actually  been  mistaken  for  the  undilated  os,  and  the  perin- 
eum of  the  child  torn  by  attempts  to  dilate  it.  The  examining 
finger  will  be  stained  with  meconium.  The  crest  of  the  ilium 
can  often  be  reached,  and  the  finger  passed  into  the  fold  of  the 
groin.  This  may  be  mistaken  for  the  axilla,  but  in  the  latter 
you  should  be  able  to  feel  the  ribs.  When  the  foot  presents  it 
can  be  distinguished  from  the  hand  in  that  it  is  placed  at  right 
angles  to  the  limb,  the  heel  is  prominent,  the  toes  are  about 
equal  length,  and  the  big  toe  cannot  be  separated  at  right  angles 
from  the  others  or  bent  over  the  sole,  as  the  thumb  can.  The 
knee  may  be  distinguished  from  the  elbow  by  being  broader 
and  not  so  pointed.  It  will  be  somewhat  depressed  in  the 
centre  with  a  prominence  at  each  side,  while  the  elbow  will  be 
prominent  at  the  centre  and  depressed  at  each  side.  If  you 
have  any  difficulty  in  deciding  the  matter,  pass  your  hand  along 
the  hmb  until  you  reach  either  the  foot  or  hand. 

Prognosis. — The  mother  does  not  run  any  greater  risk  than 
in  an  ordinary  head  first  labour,  but  the  child  does.  About 
20  per  cent,  of  the  children  are  lost.  The  danger  to  the 
child  arises  from  early  rupture  of  the  membranes,  and  delay  in 
the  delivery  of  the  after-coming  head,  which  allow  of  pressure 
upon  the  placenta  and  cord.  The  child  may  also  make  efforts 
to  breathe  while  the  head  is  in  the  vagina,  and  become  suffo- 
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cated  from  drawino;  mucus,  etc.,  into  its  air  passages.  It  may 
also  be  injured,  and  even  killed,  during  artificial  deliver>\  The 
legs,  arms,  or  clavicles  may  be  broken  or  dislocated,  and,  what 
is  of  more  consequence,  the  neck  dislocated,  and  the  spinal 
cord  torn.  In  contracted  pelves  the  skull  may  be  fractured, 
or  a  blood-vessel  burst  in  the  brain.  I  have  seen  a  skiagram, 
taken  from  a  child  a  month  old,  which  showed  fractures  of  both 
femora  and  one  arm,  which  had  evidently  occun-ed  in  delivering 
the  child  by  the  breech. 

Positions. — There  are  four  positions  as  in  ordinary  vertex 
oases.  The  sacrum  is  usually  taken  as  the  denominator,  but 
unfortunately  it  is  not  the  part  which  leads,  neither  does  it 
follow  the  rule  of  internal  rotation,  viz.,  to  pass  forwards  under 
the  pubic  arch.  It  is  the  front  hip  of  the  child  which  leads 
and  rotates  forward.  I  shall  adopt  Berry  Hart's  nomenclature, 
and  divide  the  positions  into  dorso-anterior  and  dorso-posterior, 
and  each  of  these  into  right  and  left  coxa-cotyloid.  Right,  and 
left,  anterior,  and  posterior,  all  refer  to  the  mother. 


1.  Dorso-anterior 

Right  coxa-cotyloid 

=      L.S.A. 

2. 

Left       .. 

=      R.S.A. 

3.  Dorso-posterior 

Right    „ 

=      R.S.P. 

4. 

Left       „ 

=      L.S.P. 

In  the  dorso-anterior  the  back  of  the  child  lies  anteriorly, 
and  in  the  first  the  child's  left  hip  will  be  to  the  front  and  right 
side  of  the  pelvis,  R.C.C.  In  the  second  the  child's  right  hip 
mil  be  to  the  front  and  left  side  of  the  pelvis,  L.C.C.  In  the 
dorso-posterior  the  back  of  the  child  Ues  towards  the  back  of 
the  pelvis,  but  either  the  right  or  left  hip  will  be  to  the  fi'ont. 
In  the  third  the  right  hip  will  be  to  the  front  and  right  of  the 
pelvis,  R.C.C,  and  in  the  fourth  the  left  hip  will  be  to  the  front 
and  left  of  the  pelvis,  L.C.C. 

The  first  is  by  far  the  most  frequent,  and  the  third  the  next 
in  frequency  as  in  vertex  cases. 

Mechanism.— If    the    foetus    is   small  the    breech    mav  be 
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driven  straight  down,  but,  as  a  nile,  the  anterior  hip  passes 
down  in  advance.  The  first  movement  is  one  of  descent,  with 
the  anterior  hip  in  advance.  The  bisihae  diameter  passes 
down  in  one  or  other  oblique  diameter.  In  the  first  and  third 
it  is  in  the  left  oblique,  and  in  the  second  and  fourth  in  the 
right.  When  the  leading  or  anterior  hip  reaches  the  floor  of 
the  pelvis,  it  follows  the  rule  for  internal  rotation,  and  passes 
forwards  under  the  pubic  arch,  and  the  posterior  one  is  forced 
over  the  perineum   by  a  movement  which  is  practically  exten- 


T.  R.C.C. 


II.  L.C.C. 


III.  R.C.C.  IV.  L.C.C. 

Fig.  24.— Four  positions  in  breecli  presentation  front  below. 

sion.  The  legs  and  body  are  then  expelled.  The  arms  should 
be  folded  across  the  chest.  The  anterior  shoulder  passes 
forwards  under  the  pubic  arch,  and  the  posterior  sweeps  over 
the  perineum.  The  after-coming  head  enters  the  pelvis  with 
its  long  diameter,  the  occipito-frontal,  in  the  transverse,  and 
as  it  comes  down,  the  occiput  rotates  forwards  under  the  pubic 
arch,  the  forehead  passing  into  the  hollow  of  the  sacrum.  This 
causes  an  external  rotation  of    the   body.      The    nape    of    the 
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neck  is  fixed  under  the  )iubic  arch,  the  chin,  face  and  forehead 
sweep  over  the  perineum  by  a  movement  of  flexion,  and  the 
birth  is  finished.  In  a  few  rare  cases  the  chin,  instead  of  the 
occiput,  passes  forwards  under  the  pubic  arch.  The  chin,  face, 
and  forehead  may  then  be  expelled  by  flexion,  or  the  occiput 
and  vertex  sweep  over  the  perineum  and  the  head  l^e  born  by 
a  movement  of  extreme  extension,  the  face  of  the  child  looking 
directly  into  the  vagina  as  the  birth  is  completed. 

The  caput  succedaneum  will  be  over  the  leading  hip  and 
genital  organs.  The  scrotum  of  a  male  may  be  very  much 
swollen,  and  quite  black  from  effused  blood. 

Causes  of  Delay  in  Breech  Cases. — The  first  stage  is  apt 
to  be  prolonged  by  the  membranes  rupturing  early.  In  the 
second  stage  we  get  delay  from  imjxiction.  The  breech  comes 
down  into  the  pelvis  and  is  jammed  there.  This  may  happen 
with  a  large  child,  when  the  soft  parts  are  rigid,  when  a 
tumour  obstructs,  when  the  pelvis  is  contracted,  but  a  very 
common  cause  is  extension  of  the  legs,  so  that  the  feet  lie  wel| 
up  on  the  chest  and  are  caught  by  Bandl's  ring. 

Upward  Displacement  of  the  Arms. — This  is  apt  to 
happen  if  traction  is  made  on  the  legs.  It  is  also  apt  to 
occur  in  contracted  pelves.  The  elbows  hitch  on  the  brim, 
and  the  arms  are  thrown  up  by  the  side  of  the  head  and 
effectually  block  the  passage. 

Impaction  of  the  After-coming  Head. — This  is  very  apt 
to  occur  in  contracted  pelves,  also  when  the  head  is  large,  and 
when  ti'action  is  made  on  the  legs,  without  at  the  same  time 
applying  supra-pubic  pressure.  If  traction  is  made  on  the 
legs,  the  head  is  liable  to  become  extended,  and  a  long  diameter 
is  thus  substituted  for  a  short  one,  so  the  head  is  apt  to  be 
arrested. 

Treatment. — Keep  the  membranes  intact  as  long  as  possible. 
Leave  the  delivery  to  nature  until  the  breech  is  born,  and  the 
body  expelled,  as  far  as  the  umbilicus,  then  draw  down  a  loop 
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of  the  cord,  and  feel  if  it  is  pulsating.  If  the  cord  is  quite 
pulseless  and  flaccid,  the  child  is  dead,  and  there  is  no  need 
for  hurry  ;  if  it  is  pulsating  quite  freely,  there  is  no  immediate 
danger  to  the  child  ;  but  if  pulsation  is  very  quick  and  feeble, 
delivery  must  be  effected  quickly,  if  the  child  is  to  be  saved. 
In  any  case,  when  the  child  is  alive  delivery  must  not  be 
prolonged  many  minutes,  as  the  risk  is  consideral)le  from 
pressure  upon  the  placenta  or  cord,  or  from  the  child  at- 
tempting to  breathe  and  thus  suffocating  itself  by  drawing 
mucus  into  the  air  passages.  The  child's  body  should  be 
wrapped  in  a  warm  towel  to  prevent  it  getting  chilled.  When 
the  body  is  being  expelled,  suprapubic  pressure  should  be  kept 
up  to  keep  the  head  flexed  and  prevent  the  arms  passing  up 
by  its  side.  If  the  arms  are  not  quickly  expelled,  they  must 
be  brought  down.  Seize  the  child's  legs  and  swing  the  body 
as  far  out  of  the  way  as  possible  with  one  hand,  so  as  to  allow 
the  fingers  of  the  other  hand  to  l)e  passed  along  the  front  of 
the  chest  until  the  nearest  arm  is  reached.  The  fingers  should 
be  passed  into  the  bend  of  the  elbow,  and  the  forearm  and 
hand  swept  down  over  the  front  of  the  child.  Relieve  the  most 
accessible  arm  first,  and  then  the  other  can  usually  be  easily 
reached.  You  will  probably  have  to  change  hands  to  relieve 
the  second  arm.  The  head  may  be  expelled  by  nature,  but, 
as  a  rule,  assistance  will  be  required.  The  best  method  is  by 
suprapubic  pressure,  which  can  he  coml)ined  with  traction  on 
the  body.  With  the  patient  on  her  back,  get  an  assistant  to 
press  firmly  on  the  uterus,  downwards  and  backwards  through 
the  abdominal  wall.  This  may  be  sufficient  to  expel  the  head, 
but,  if  not,  traction  can  be  combined  with  it.  Place  the  body 
of  the  child  on  yoiu'  left  arm,  and  pass  the  fingers  of  the  left 
hand  along  the  vagina  into  the  mouth  of  the  child,  or  on  each 
side  of  its  nose.  The  right  hand  should  either  grasp  over  the 
shoulders,  or  its  fingers  should  be  passed  into  the  vagina  against 
the  occiput.      The   body  of  the  child   should  then  be  swung  as 
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far  forvvai'ds  as  possible  towards  the  mother's  abdomen,  and 
the  head  fiexed  and  levered  out  when  the  face  lies  in  the 
hollow  of  the  sacrum.  If  the  face  has  rotated  forwards,  the 
body  of  the  child  should  be  swung  back  towards  the  mother's 
back,  and  the  face  be  brought  out  first  by  flexion.  Care  must 
be  taken  not  to  draw  the  head  out  too  quickly,  as  the  perineum 
may  be  badly  torn.  Suprapubic  pressure  is  by  far  the  best 
method,  and  should  always  be  practised  along  with  traction,  if 
not  sufficient  alone.  It  is  following  natm-e's  method  of  ex- 
pulsion, and  tends  to  increase  flexion,  while  traction  from  below 
tends  to  cause  extension,  of  the  head. 

In.  applying  traction  to  the  body  of  the  child,  care  must  be 
taken  not  to  injure  the  neck,  and  if  the  fingers  are  hooked  into 
the  mouth  not  to  tear  the  cheek,  or  break  the  jaw.  If  there  is 
any  delay,  the  child  will  be  born  asphyxiated,  so,  in  every  case, 
preparations  for  reviving  it  should  be  made  beforehand. 

Treatment  of  Delayed  Cases. — When  the  membranes  rupture 
early  there  will  be  delay  in  the  first  stage,  and,  as  the  liquor 
amnii  will  be  completely  drained  away,  the  pressure  upon  the 
child  may  soon  begin  to  teU.  The  best  method  of  hastening 
dilatation  is  by  means  of  Champetier  de  Eibes'  bag.  It  will 
prevent  the  escape  of  any  liquor  amnii  which  is  still  in  the 
uterus,  and  thus  help  to  prevent  injurious  pressure  upon  the 
child.     Manual  dilatation  under  chloroform  may  be  necessary. 

Second  Stage. — Impaction  of  the  breech  may  be  caused  by 
the  large  size  of  the  child,  rigidity  of  the  soft  parts,  contracted 
pelvis,  tumours,  or  extension  of  the  legs,  so  that  the  feet  lie  well 
up  on  the  chest.  The  usual  explanation  of  the  cause  of  impac- 
tion when  the  legs  are  extended,  is,  that  the  pelvis  is  flexed  upon 
the  trunk  at  the  lumbar  articulations,  and  the  trunk,  pelvis, 
and  legs  of  the  f  ttus  form  a  wedge  which  cannot  pass  through 
the  maternal  pelvis.  I  do  not  agree  with  this.  The  pelvis  of 
the  child  is  jammed  into  the  mother's  pelvis  and  is  not  flexed 
in  the  way  described.     In  these  cases  the  liquor  amnii  wiU  be 
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drained  away  early,  and  moulding  of  the  uterus  round  the  child 
will  be  evident.  Bandl's  ring  begins  to  form,  and  as  the  feet 
lie  above  it  they  are  caught  by  it,  and  the  child  is  hitched  by 
its  feet.  With  each  contraction  of  the  uterus  Bandl's  ring  con- 
tracts, and  the  child  is  held  fast,  instead  of  being  forced  down. 

The  following  case  illustrates  this.  The  patient  was  thirty- 
nine  years  of  age,  xi.-para.  Her  former  labours  had  been  easy, 
except  the  last  one,  three  years  ago,  when  I  had  delivered  her, 
with  forceps,  of  a  very  large  child.  The  membranes  ruptured 
in  the  morning,  but  contractions  did  not  come  on  until  2  p.m. 
By  9  P.M.  the  breech  had  descended  into  the  cavity.  The  pains 
were  very  strong,  but  no  fiirther  advance  was  made  during  the 
next  hour,  so  the  nurse,  whose  case  it  was,  sent  for  me.  I  found 
the  uterus  was  moulded  round  the  body.  The  breech  was  in 
the  cavity,  dorso -anterior  E.C.C.  The  contractions  were  ex- 
ceedingly strong,  but  no  advance  was  being  made. 

The  patient  was  put  very  deeply  under  chloroform,  as  I 
wished  to  find  out  the  cause  of  delay  before  dehvering.  On 
carefully  passing  my  hand  in,  I  found,  as  I  expected,  the  legs 
extended.  The  retraction  ring  was  very  distinct,  forming  a 
ledge  round  the  interior,  and  the  feet  were  both  hitched  above 
it.  The  cause  of  the  arrest  was  perfectly  plain,  as  no  descent 
could  take  place  so  long  as  the  feet  remained  above  the  ring. 
The  uterus  was  so  closely  moulded  round  the  body  of  the  child 
that  I  had  some  difficulty  in  unhitching  the  feet  and  drawing 
one  of  the  legs  down.  The  body  was  easily  dehvered,  but,  in 
spite  of  firm  suprapubic  pressure,  one  of  the  arms  passed  up. 
The  elbow,  I  suspect,  was  caught  by  the  ring.  When  it  was  freed 
delivery  of  the  after-coming  head  was  easily  accomplished. 
The  child,  a  large  male,  was  alive.  The  mother  made  a  good 
recovery. 

The  impacted  lireech  may  be  delivered  by  forceps,  but  the 
instruments  are  liable  to  slip.  If  possible  a  foot  should  be 
brought   down,   and   then   there   will    l)e   no    further   difficulty. 
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This  can  easily  be  done  when  the  legs  are  flexed,  but  when 
they  are  extended  the  greatest  care  must  be  taken  and  the 
patient  should  be  deeply  under  chloroform,  as  the  lower  uterine 
segment  might  very  easily  be  ruptured.  If  a  foot  cannot  be 
brought  down,  traction  should  be  made  on  the  groin  by  hooking 
the  fingers  through,  passing  an  aseptic  fillet,  or  using  a  blunt 
hook.  There  is  great  risk  of  fracturing  the  femur,  especially 
when  the  blunt  hook  is  used.  In  some  cases  the  breech  can- 
not be  got  through  until  it  has  been  broken  up.  The  cephalo- 
tribe  should  be  used  to  deliver  wdth,  and  the  after-coming  head 
should  be  perforated,  before  an  attempt  is  made  to  drag  it 
through. 

Ujywanl  DlsjilacenieiU  of  the  Anm. — This  can  be  prevented, 
in  many  cases,  by  keeping  up  suprapubic  pressm-e  during 
the  descent  of  the  body.  The  method  of  deahng  with  the 
arms  has  ah'eady  been  described.  If  an  arm  happens  to  be 
displaced  behind  the  head,  and  the  forearm  cannot  be  swept 
forwards,  and  over  the  face,  it  may  be  necessary  to  break  the 
humerus.  This  accident,  or  separation  of  the  epiphysis  and 
diaphysis,  or  fracture  of  the  clavicle  may  happen  in  any  case. 

Impaction  of  the  After-comimj  Head. — This  may  be  due 
to  disproportion  between  the  size  of  the  passage  and  the  head, 
from  a  large  head  or  a  small  pelvis,  but  is  most  frequently 
caused  by  extension  of  the  head  by  traction  from  below,  with- 
out suprapubic  pressure.  Suprapubic  pressure,  combined  with 
traction  from  below,  as  already  described,  will  often  suffice. 
Forceps  may  be  used  and  they  act  well.  The  body  of  the 
child  should  be  thrown  well  forward  on  to  the  mother's 
abdomen  when  the  chin  is  behind.  The  blades  are  applied  to 
the  sides  of  the  head  on  the  front  of  the  child's  body,  so  that 
the  chin  lies  between  the  shanks.  Traction  will  then  rapidly 
deliver  the  head.  In  breech  cases  it  is  w-ell  to  have  your 
forceps  ready,  so  that  in  case  of  need  no  time  may  be  lost  in 
applying  them. 
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If  an  after-coming  head  is  too  large  to  pass,  or  the  pelvis  too 
small  to  allow  it  to  do  so,  prolonged  traction,  either  on  the  legs 
or  with  forceps,  must  not  be  indulged  in.  The  child  will  in  all 
probability  be  dead,  but,  alive  or  dead,  the  head  should  be  perfor- 
ated, and  the  brain  evacuated.  This  may  be  done  behind  the  ear, 
or  through  the  roof  of  the  mouth.  Vigorous  traction  may  not 
only  break  the  neck,  but  even  cause  decapitation,  a  very  serious 
accident  to  happen,  as  the  utmost  difficulty  is  experienced  in  de- 
livering a  decapitated  head,  especially  if  the  pelvis  is  contracted. 
Under  no  consideration  should  the  neck  be  severed.  I  have 
more  than  once  known  this  to  be  done  in  hopes  that  the  head 
could  then  be  easily  grasped  with  forceps,  but  with  dire  results. 
If  such  an  accident  happens,  the  head  should  be  perforated  and 
delivered  with  the  cephalotribe. 

Malrotation  of  the  Head. — The  chin  rarely  passes  to  the  front. 
This  can  be  prevented  during  the  delivery  of  the  body.  If  it  has 
passed  forwards,  the  body  of  the  child  must  be  swung  back- 
wards instead  of  forwards,  and  the  chin  and  face  brought  out 
under  the  pubic  arch.  This  may  be  assisted  by  making 
pressure  on  the  occiput  through  the  rectum,  so  as  to  Hex  the 
head.  Forceps  are  not  very  useful  in  these  cases.  They  will 
not  promote  delivery  in  the  natural  way,  unless  applied  the 
reverse  way.  The  chin  is  said  occasionally  to  hitch  above  the 
symphysis,  and  the  occiput  then  descends  into  the  hollow  of 
the  sacrum.  In  such  a  case,  the  occiput  must  necessarily  pass 
over  the  perineum  first  and  the  face  be  born  last,  the  child 
looking  directly  into  the  vagina  as  birth  is  completed.  A  small 
head  might  escape  in  this  way,  but  the  strain  upon  the  peri- 
neum would  be  very  great.  Forceps  could  be  applied  behind 
the  body  of  the  child,  so  that  the  occiput  would  lie  between  the 
shanks,  but  in  most  cases  perforation  would  be  necessary.  The 
child  would  very  probably  be  dead.  If  it  were  dead,  one  should 
perforate  at  once,  without  attempting  to  deliver  it  by  traction. 


CHAPTER  XXVI. 

PR.ETERNATURAL  LABOURS  {Coiifuiiwd). 

Transverse  Presentations — Positions— Mechanism — Spontaneous  llecliti- 
cation — Spontaneous  Version— Spontaneous  Evolution  -Spontaneous 
Expulsion. 

Transverse  Presentations. — The  long  axis  of  the  foetus 
lies  more  or  less  transverse  to  the  long  axis  of  the  mother. 
Some  part  of  the  trunk  presents,  and,  as  it  is  most  frequently 
the  shoulder,  these  cases  are  often  spoken  of  as  shoulder  pre- 
sentations. The  hand,  arm,  elbow,  shoulder,  or  ribs  may  be 
the  part  felt.     The  arm  may  l)e  prolapsed  into  the  vagina. 

Causes. — Prematurity,  death  of  the  foetus,  excessive  liquor 
amnii,  placenta  praevia,  twins,  tumours,  and  ol)liquity  of  the 
uterus  are  all  causes. 

Premature  and  mature  foetuses  with  excessive  liquor  amnii 
naove  about  freely  in  the  uterine  cavity,  and  are  very  liable  to 
present  transversely.  The  same  thing  is  likely  to  occur  with 
a  dead  foetus,  as  it  is  much  more  flexible  than  a  living  one,  and 
any  part  of  the  body  may  be  driven  down  instead  of  the  head. 
With  placenta  pryevia,  you  have  both  the  shape  of  the  uterine 
cavity  altered  and  the  prematurity  of  the  labour  as  predisposing 
causes.  With  twins,  one  or  both  are  liable  to  be  transverse 
from  the  altered  shape  of  the  uterus.  At  full  time,  obliquity  of 
the  uterus  is  the  most  frequent  cause.  The  cause  of  the 
obliquity  may  be  a  tumour,  or  a  contracted  pelvis,  so  these 
may  be  considered  together.  When  the  uterine  axis  is  obhque, 
the  long  axis  of  the  foetus  will  be  oblique,  and  the  head  will  lie 
(330) 
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in  the  iliac  fossa  of  the  side  opposite  to  that  towards  which  the 
fundus  leans.  If  the  head  is  so  far  over  that  the  occiput  can- 
not enter  the  brim  as  the  uterine  contractions  force  the  foetus 
down,  a  face,  or  a  transverse,  presentation  will  result.  If  the 
body  is  lying  so  that  extension  of  the  head  can  occur  the  face 
will  come  into  the  brim,  but  if  it  is  so  placed  that  extension 
cannot  occur,  the  shoulder,  or  some  part  of  the  body,  will  enter. 

Frequency. — Transverse  presentations  occur  in  about  1  in 
200  cases. 

Diagnosis. — The  abdomen  will  appear  broader  than  natural, 
and,  on  palpating  it,  the  long  axis  of  the  uterus  will  be  found  to 
lie  more  or  less  transversely  to  the  long  axis  of  the  mother. 
The  rounded  head  will  be  felt  at  one  side,  and  the  breech  at  the 
other.  If  it  is  dorso-anterior,  the  back  of  the  child  will  be  felt 
to  the  front,  and,  if  it  is  dorso-posterior,  the  hmbs  will  be  made 
out  to  the  front.     The  foetal  heart  will  l)e  heard  low  down. 

Per  vaginam  the  presenting  part  will  be  felt  high  unless  the 
hand  or  arm  is  prolapsed.  If  the  membranes  are  unruptured, 
they  will  protrude  in  a  sausage  shape.  When  the  presenting 
part  is  high  it  will  be  soft.  If  it  is  the  shoulder,  three  bony 
ridges  can  be  recognised,  viz.,  the  clavicle,  the  humerus,  and  the 
spine  of  the  scapula  radiating  from  one  spot.  If  the  finger  can 
be  passed  into  the  axilla,  the  ribs  can  be  felt,  and  this  will 
distinguish  it  from  the  fold  of  the  groin  in  a  breech  presenta- 
tion. If  the  hand  presents,  it  can  easily  be  recognised  from  the 
foot  by  the  absence  of  the  heel,  the  difference  between  the 
length  of  the  fingers  and  thumb,  and  the  freedom  with  which 
the  thumi)  can  be  bent  over  the  palm,  or  extended  at  right 
angles  to  the  hand.  The  elbow  can  be  diagnosed  from  the 
knee  by  its  pointed  extremity,  with  a  hollow  at  each  side, 
instead  of  a  hollow  in  the  centre,  with  a  prominence  at  either 
side.  If  you  are  in  doubt,  try  to  reach  the  hand  or  foot. 
When  the  side  of  the  chest  presents,  the  ribs  can  be  easily 
distinguished.      The  cord  is  very  liable  to  be  prolapsed. 
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Prognosis. — The  risk  to  the  mother  is  very  great  if  the  case 
is  left  to  nature,  but,  if  it  is  properly  treated  early,  thei'e  should 
not  be  very  much  risk.  The  woman  may  die  of  exhaustion,  of 
rupture  of  the  uterus,  from  the  result  of  operative  interference, 
or  from  haemorrhage,  or  sepsis.  The  risk  to  the  child  is 
exceedingly  great.  A  living,  full-time  child  can  hardly  be  born 
alive  by  natural  efforts.  Besides  the  risk  of  pressure  interfer- 
ing with  the  placental  circulation,  you  have  all  the  risks  of 
artificial  delivery  by  turning.  By  proper  treatment  the  risk  to 
the  child  is  lessened,  but  in  all  cases  it  is  great. 

Positions. — The  shoulder  or  acromion  process  is  the  de- 
nominator, and  four  positions,  corresponding  to  the  vertex  ones, 
are  given.  As  in  pelvic  presentations,  they  may  be  divided 
into  two  main  divisions,  viz.,  two  dorso-anterior,  and  two  dorso- 
posterior  positions,  i.e.,  a  right,  and  left  dorso-anterior,  and  a 
right,  and  left  dorso-posterior  ;  "  right,"  and  "  left,"  "  anterior," 
and  "  posterior  "  referring  to  the  mother. 

1.  Dorso  anterior,    Left     Acromio-iliac  =  Left    Acromio  -  anterior    L.A.A. 
ti.       „  „  Right        „  „      =  Right  „  „         R.A.A. 

3.  Dorso  posterior.  Right        ,,  ,,      =  Right  Acromio-posterior  R.A.P. 

4.  ,,  „  Left  „  „      =  Left  .,  „         L.A.P. 

Course  of  the  Labour. — If  the  child  is  small,  or  dead  and 
softened,  the  labom-  may  end  in  its  expulsion  in  one  of  the 
ways  to  be  described,  but  if  it  is  large,  alive,  or  only  recently 
dead,  the  uterus  may  rupture,  or  the  contractions  of  the  uterus 
may  entirely  cease  and  the  labour  pass  off.  This  last  is  a  very 
fortunate  termination,  if  there  is  no  assistance  at  hand.  The 
child  will  be  dead  before  this  happens,  and  if  the  woman  does 
not  die  of  exhaustion,  labour  will  come  on  again  in  a  few  days» 
when  the  child  will  be  softened,  and  may  be  expelled  quite 
easily.  A  small,  flexible  child  is  occasionally  expelled  ahve,  as 
in  premature  cases,  or  a  second  child  of  twins. 


PRETERNATURAL  LABOURS.  333 

Mechanism. 

1 .  Spontaneous  Rectification. — The  fcBtus  very  rarely  lies 
absolutely  transversely,  but  is  usually  oblique,  with  the  head 
in  one  iliac  fossa,  and  the  shoulder  over  the  brim.  The 
head  can  be  felt  bulging  out  the  side  of  the  uterus.  If  the 
foetus  is  freely  movable,  as  the  uterus  contracts,  the  head  may 
be  pushed  towards  the  axis  of  the  brim,  and  thus  become 
substituted  for  the  shoulder  ;  in  other  words,  rectification  may 
occur.  This  probably  occurs  more  frequently  than  we  are 
aware. 

2.  Spontaneous  Version. — ^This  method  was  first  described 
by  Denman  under  the  name  of  "  Spontaneous  Evolution  ".  The 
arm  may,  or  may  not,  be  prolapsed.  If  it  is,  it  will  not  be 
wholly  outside  the  vulva.  The  body  is  still  in  the  uterine 
cavity,  the  head  being  jammed  tightly  into  one  iliac  fossa.  The 
doubled- up  body  is  too  large  to  pass  through  the  brim.  As  the 
uterus  contracts  firmly,  it  presses  upon  the  breech,  which  is  the 
highest  portion  of  the  foetus.  The  breech  is  the  only  part 
which  is  at  all  movable,  and  it  is  gradually  driven  downwards 
until  it  is  forced  through  the  brim  and  is  expelled.  The 
body  turns  on  its  own  axis.  The  case  then  finishes  like  an 
ordinary  breech.  An  ordinary  sized  living  child,  or  one  very 
recently  dead,  may  be  expelled  in  this  way.  If  it  has  been  dead 
sufficiently  long  to  he  softened,  it  will  come  through  doubled 
up.  For  spontaneous  version  the  child  must  not  be  too  large, 
and  it  must  have  a  certain  amount  of  resilience.  It  takes  place 
later  in  labour  than  spontaneous  rectification,  but,  like  the 
latter,  occurs  in  the  uterus,  and  not  in  the  pelvis.  It  is  sup- 
posed to  be  due  to  irregular  contractions  of  the  uterus,  the 
firmly  contracting  portion  pushing  the  breech  down,  while  the 
relaxed  portion  allows  the  head  to  pass  up. 

Case. — Mrs.  K.,  aet.  twenty-seven,  vi.-para,  was  seen  by  a 
student,  wlio  found  the  hand  in  the  vagina.     The  pains  were 
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strong.  When  the  house  surgeon  reached  the  case  he  found 
the  hand  was  at  the  vulva,  but,  before  he  could  make  a  vaginal 
examination,  a  very  strong  contraction  came  on,  and  the  breech 
was  driven  down,  and  the  body  born  dorso-posterior.  The 
head  was  retained  for  a  little  under  the  pubic  arch,  but  the 
child  was  delivered  ahve.  It  weighed  44  lb.,  and  the  mother 
stated  it  was  about  a  month  before  its  time.  The  labour  had 
lasted  fifteen  hours,  and  the  membi-anes  were  said  to  have 
I'uptured  twelve  hours  before  the  case  was  first  seen. 

3.  Spontaneous  Evolution  (Douglas). — This  occurs  in  the 
pelvic  cavity.  The  presenting  shoulder  is  forced  very  low- 
down  and  forwards  under  the  pubic  arch.  The  entire  arm  and 
shoulder  can  be  seen,  and  the  clavicle  lies  under  the  pubic 
symphysis.  The  head  is  above  the  pubis,  bulging  well  forwards. 
As  the  uterine  contractions  go  on,  the  side  of  the  chest  is  forced 
forwards,  and  the  ribs  can  be  felt  at  the  vulva.  The  clavicle  is 
driven  round  the  anterior  part  of  the  symphysis.  The  breech 
is  now  either  in  the  hollow  of  the  sacrum,  or  coming  through 
the  brim.  Further  contractions  will  drive  it  down,  and  force 
it  free,  and  the  labour  will  finish  like  an  ordinary  breech. 

Spontaneous  evolution  occurs  in  the  cavity  of  the  pelvis,  thus 
dififering  from  version  which  occurs  in  the  uterus.  The  uterine 
contractions  must  be  very  powerful.  A  full  time  child  may  be 
born  alive  in  this  way,  if  it  is  small,  and  the  pelvis  roomy,  but 
the  great  pressure  to  which  the  child  is  subjected  is  apt  to 
cause  its  death. 

4,  Spontaneous  Expulsion. — ^This  only  happens  with  mac- 
erated foetuses.  The  liody  is  forced  through  doubled  up,  the 
head  and  legs  being  expelled  together  last.  This  method  is 
seen  with  premature  macerated  foetuses,  and  in  those  neglected 
cases  in  which  there  has  been  a  cessation  of  laliour  a  few  days 
previously,  and  the  foetus  has  had  time  to  become  softened. 

Treatment. — If  the  membranes  are  not  ruptured,  they  must 
be  kept  intact,   as  long  as  possible.      Spontaneous  restitution 
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should  be  assisted  by  external  manipulations.  If  the  mem- 
branes have  ruptured,  dilatation  should  be  assisted  by  means  of 
hydrostatic  bags.  Champetier  de  Ribes'  bag  does  admirably,  as 
it  effectually  retains  the  remainder  of  the  liquor  amnii  in  the 
uterus,  and  thus  lessens  the  pressure  upon  the  child.  In  cases 
where  the  membranes  are  intact,  if  the  head  cannot  be  manipu- 
lated into  the  brim,  version  shou.ld  be  done  as  soon  as  the  os 
is  fully  dilated.  The  bipolar  method  may  be  used,  but  the 
ordinary  internal  podalic  is  the  one  most  frequently  adopted. 
If  the  membranes  are  ruptured  and  the  os  fully  dilated,  podalic 
version  should  be  done  at  once,  before  the  uterus  gets  retracted 
round  the  child.  If  the  os  is  not  fully  dilated,  it  should  be 
dilated,  by  bags,  or  manually,  and  version  should  then  be  done. 
In  these  cases  the  patient  must  be  very  deeply  anaesthetised,  to 
get  as  much  relaxation  of  the  uterus  as  possible,  iia  order  to 
lessen  the  risk  of  rupture.  If  any  retraction  has  taken  place, 
Bandl's  ring  will  form  a  ledge  round  the  interior  of  the  uterus, 
and  the  shoulder  will  be  fixed  under  it.  It  should  be  released 
before  the  body  is  turned,  or  it  may  very  easily  rupture  the 
uterus. 

In  doing  podalic  version,  some  authorities  advise  catching  the 
nearer  foot,  and  others  the  farther  off  one.  The  proper  foot  to 
be  caught  will  depend  upon  the  position  of  the  child,  whether 
it  is  dorso-anterior,  or  dorso-posterior.  In  dorso-anterior  cases 
the  nearer  foot  should  be  caught,  while  in  dorso-posterior  it 
should  be  that  further  away.  In  the  dorso-anterior  the  back  is 
already  to  the  front,  and  you  do  not  wish  to  alter  this,  there- 
fore seize  the  nearer  foot.  In  the  dorso-posterior  cases  you 
seize  the  farther  away  foot,  as  you  not  only  wish  to  turn  the 
i;hild,  but  also  to  bring  its  back  to  the  front.  If  you  seize  the 
nearer  foot,  you  will  turn  the  child  just  as  easily,  but  you  will 
not  rotate  it  on  its  long  axis,  so  the  back  will  remain  dorso- 
posterior. 

When   impaction   has    occurred,  and    the   uterus    is    firmly 
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moulded  round  the  child,  version  should  not  be  attempted. 
The  child  will  he  dead,  so  no  risk  should  be  run  in  its  interest. 
Embryulcia  or  decapitation  should  then  be  done.  If  the  neck 
can  be  reached,  it  should  be  cut  through.  The  body  can  then 
be  delivered,  and  the  head  afterwards  by  means  of  forceps,  or 
the  cranioclast.  If  the  neck  cannot  be  reached,  break  into  the 
body,  and  cut  the  spine  across,  and  deliver  the  body. 


CHAPTEE  XXVII. 

COMPLEX  OR  COMPLICATED  LABOURS. 

Fcetal  Complicatious — Prolapse  of  the  Cord — Multiple  Pregnancy — Twins 
— Varieties  —  Super-fecundation  —  Super-foetation  —  Arrangement  of 
Deeiduie  and  ]\Iembi-anes — Course  of  the  Pregnancy — Triplets — 
Locked  Twins — Breech  and  Head — Breech  and  Transverse — Head 
aud  Transverse. 

FcETAL  Complications. 

Prolapse  of  the  Cord. — This  accident  is  much  more  com- 
mon in  multipane  than  in  primiparae.  It  occurs  about  once  in 
150  cases.  The  term  "  funic  presentation "  is  sometimes 
applied  to  it  when  the  cord  is  in  front  of  the  presenting  part, 
before  the  membranes  have  ruptured,  and  "  funic  prolapse  " 
if  it  descends  after  dilatation,  when  the  membranes  are  already 
ruptured.     This  is  a  useless  distinction . 

Causes. — It  may  l)e  met  with  in  an  ordinary  vertex  presenta- 
tion, but  is  much  more  common  in  contracted  pelves  and 
malpresentations.  It  is  apt  to  arise  in  any  case,  in  which  the 
presenting  part  does  not  fully  fill  up  the  lirim  before  the 
meml)ranes  rupture,  as  the  rush  of  waters  may  carry  the  cord 
down,  especially  if  it  is  long,  or  is  inserted  low  down. 

Diagnosis. — Before  the  membranes  rupture  it  can  l^e  felt 
inside  of  them,  and  there  should  l)e  no  difficulty  in  recognising 
it,  especially  if  it  is  pulsating.  In  the  majority  of  cases  the 
membranes  are  ruptured,  and  the  fingers  can  be  hooked 
round  a  loop.  It  often  protrudes  at  the  vulva.  Always 
note  whether  it  is  pulsating  or  not.  More  than  once,  a  coil  of 
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the  woman's  intestines,  which  had  prolapsed  through  a  ruptui-e 
of  the  vagina,  has  been  mistaken  for  the  cord.  The  intestines 
have  actually  lieen  drawn  down  and  several  feet  cut  away. 
No  sane  person  should  ever  make  such  a  mistake,  hut  it  has 
unfortunately  happened. 

Prognosis. — It  does  not  add  any  risk  to  the  mother,  other 
than  that  she  runs  from  the  abnormal  presentation  or  condition 
which  causes  the  prolapse,  except  that  the  delivery  will  have 
to  be  rapid  to  save  the  child,  and  in  this  way  the  mother's 
risk  may  be  increased.  The  risk  to  the  child  is  very  great. 
At  least  one-third  of  the  children  are  lost  from  compression  of 
the  cord. 

Treatment. — If  the  cord  is  pulseless  and  flaccid,  showing 
that  the  child  is  dead,  leave  it  alone.  To  make  sure  that 
pulsation  has  absolutely  ceased,  examine  Ijetween  the  pains. 
You  may  be  misled  if  you  only  examine  during  a  pain,  as  the 
pressure  upon  the  cord  may  stop  the  circulation  during  the 
continuance  of  the  pain.  If  it  is  pulsating,  try  to  replace  it 
above  the  presenting  part.  Placing  the  patient  in  the  genu- 
pectoral  position  will  assist  this.  If  it  cannot  be  replaced 
before  the  membranes  i-upture,  the  best  treatment  is  to  do 
bipolar  version. 

If  the  membranes  are  ruptured,  and  the  cord  is  pulsating, 
try  to  replace  it  by  pushing  it  up  with  the  fingers  or  by  means 
of  a  loop  of  string  and  a  catheter,  but,  if  it  has  been  protrud- 
ing at  the  vulva,  be  careful  to  wash  it  first,  to  prevent  septic 
infection  of  the  uterus.  If  it  cannot  be  kept  up,  it  may  be 
placed  in  whichever  side  of  the  pelvis  there  wiU  be  the  least 
pressure  upon  it.  If  it  is  being  pressed  upon,  delivery  by  for- 
ceps or  tiu-ning  must  be  at  once  resorted  to.  If  necessary,  the 
cervix  should  be  manually  dilated.  The  delivery  must  he 
quickly  done,  in  the  interest  of  the  child. 

Multiple  Pregnancy. — In  Britain  twins  occm-  about  i  in 
every  100  pregnancies.     In  Ireland  the  average  is  al)Out  1  in 
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60.  They  very  frequently  run  in  families,  i.e.,  the  tendency  to 
twin-bearing  is  hereditary.  This  hereditary  influence  may 
operate  through  the  father  as  well  as  the  mother,  as  the  same 
man  is  often  the  father  of  twins  by  different  wonaen,  and 
brothers  have  frequently  been  the  father  of  twins  by  W'Omen 
in  no  way  related.  They  are  commonest  in  first  pregnancies, 
especially  in  elderly  w^omen.  Imbeciles,  idiots,  and  children 
with  bodily  deformities,  are  not  infrequently  found  in  twin- 
bearing  families. 

Varieties. — Each  may  be  developed  from  a  separate  ovum 
{hinovular),  or  both  may  come  from  one  ovum  (uniovular).  In 
the  first  the  sexes  may  differ,  but,  in  the  second,  they  will  be  the 
same. 

1.  Binovular. — The  two  ova  may  come  from  one  ovary,  as 
shown  by  there  being  two  corpora  lutea  in  the  ovary,  but  in 
some  cases  there  is  only  one  corpus  luteum,  which  shows  that 
two  ova  may  come  from  one  ovisac.  A  corpus  luteum  in  each 
ovary  shows  that  an  ovum  has  come  from  each  ovary. 

Fertilisation  of  the  two  ova  may  take  place  at  one  time,  or 
at  two  different  times  within  a  short  period  of  each  other.  This 
latter  fact  has  been  proved  by  the  Ijirth  of  a  white  or  a  black 
twin,  where  the  two  ova  have  been  impregnated  l)y  a  white  and 
a  black  man  respectively.  This  condition  is  known  as  super- 
fecundation.  We  have  no  means  of  judging  of  the  frequency 
of  its  occurrence.  An  analogous  condition  of  so-called  super- 
foitation  is  said  to  occur  at  times  where  the  second  ovum 
is  impregnated  some  months  later  than  the  first.  The  birth  of 
a  mature  and  an  apparently  premature  child  at  one  time,  or 
the  birth  of  two  children  wuthin  a  month  or  two  of  each  other, 
has  been  held  as  proving  that  this  condition  can  exist,  but  until 
the  possibility  of  the  existence  of  a  double  uterus  in  such  cases 
has  been  disproved,  I  cannot  admit  that  superfoetation  can  arise. 
In  some  of  the  supposed  cases  a  double  uterus  has  been  found. 
Eacli  half  of  the  uterus  has  become  impregnated  at  different 
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times,  a  condition  which  might  easily  happen,  as  ovulation  con- 
tinues during  pregnancy.  Besides  the  conditioii  ot  two  ova 
developing,  one  in  each  side  of  a  double  uterus,  two  have  been 
found,  one  in  the  uterus  and  one  in  a  Fallopian  tul:)e,  two  in 
one  Fallopian  tube,  and  one  in  each  Fallopian  tube. 

Arrangement  of  the  Deciduae  and  Membranes. — 1.  Bin- 
ovular  twins. — At  first  the  decidua  reliexa  may  1)6  double,  but 
at  the  end  of  pregnancy  this  cannot  be  made  out.  Each  ovum 
has  at  first  a  complete  and  separate  chorion,  and  these  may 
remain  separate  to  the  end  of  the  pregnancy,  but  the  portions 
which  lie  together  may  fuse  and  disappear,  so  that  at  full  time 
there  is  apparently  a  single  chorion.  Each  foetus  has,  of 
course,  its  own  amnion,  and  the  tw'o  sacs  remain  separate 
throughout,  except  in  extremely  rare  cases,  where  they  may 
possil)ly  fuse.  Binovular  twins  at  full  time  may  be  in  distinct 
bags  of  membranes,  and  the  placentae  be  quite  separate.  There 
may  be  a  single  chorion,  but  the  amniotic  sacs  will  be  separate, 
except  in  very  rare  instances.  The  contiguous  edges  of  the 
placentae  may  be  apparently  united,  but  there  will  be  no  com- 
munication between  the  vessels. 

Binovular  twins  are  much  more  common  than  uniovular,  and 
are  more  frequent  in  multiparte  than  in  primiparae.  As  already 
stated  they  may  l)e  of  the  same,  Imt  are  more  frequently  of 
different,  sexes. 

2.  Uniovular  tioins  are  developed  from  a  single  ovum,  w^hich 
may  have  tw^o  blastoderms,  or  a  single  blastoderm  which  divides 
into  two  portions.  Each  blastoderm,  or  division,  develops  into 
a  foetus.  They  are  always  of  the  same  sex.  If  complete 
division  of  the  blastoderm  does  not  occur,  a  double  monster 
results.  The  arrangement  of  the  reflexa  and  membranes  will 
be  a  single  reliexa  and  chorion,  and  in  some  cases  a  single 
amniotic  sac,  or  each  foetus  may  have  its  own  amnion.  In  the 
majority  of  cases  there  are  two  amnions.  There  is  a  single 
placenta  with,  as  a  rule,  separate  cords,  but  they  may  be  united 
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before  they  are  inserted  into  the  placenta.  There  is  always  a 
communication  l)etween  the  two  foetal  circulations. 

Uniovular  twins  perish  prematurely  much  more  frequently 
than  binovular,  and  abnormalities  are  very  common.  When 
one  embryo  is  less  developed  than  the  other,  the  heart  of  the 
stronger  may  force  the  blood  up  the  umbilical  arteries  of  the 
weaker,  and  so  disturb  the  circulation  as  to  cause  atrophy  of 
the  heart  of  the  weaker,  resulting  in  an  acardiac  monster.  The 
lower  part  of  the  monster,  being  nourished  by  the  l)lood  forced 
along  the  umbilical  arteries,  develops,  while  the  heart  and  upper 
part,  not  being  sufficiently  nourished,  cease  to  develop,  and 
often  remain  as  a  mass  of  undifferentiated  tissue.  The  lower 
limbs  will  be  more  or  less  normally  developed,  but  the  upper 
limbs  and  head  wiU  be  entirely  wanting.  The  stronger  embryo 
may  have  some  al^normality  as  well,   such  as  an  encephalocele. 

Course  of  the  Pregnancy. — In  more  than  half  the  cases  pre- 
mature delivery  occurs.  One  fcetus  may  die  and  be  expelled,  and 
the  other  remain  iu  ntero  until  full  time,  but  more  frequently 
the  dead  fcetus  is  retained.  The  pressure  of  the  growing  ovum 
may  flatten  out  the  blighted  one,  and  give  rise  to  a  papyra- 
ceous fcetus.  I  have  seen  a  good  many  of  these  cases,  but  in 
none  of  them  was  the  foetus  flattened  out,  only  macerated. 
In  three  of  the  cases,  I  treated  the  patients  for  threatened 
miscarriages  about  mid-term,  when  the  foetus  had  evidently 
perished.  In  one  of  them  the  woman  had  been  kicked  in  the 
abdomen,  and  in  another  she  suffered  from  paraplegia  (see 
p.  72).  Hydramnios  is  common  with  twins,  and  also  vesicular 
degeneration  of  the  chorion,  the  so-called  hydatid  mole.  When 
the  twins  are  in  one  sac,  the  cords  may  become  so  twisted 
and  knotted  as  to  cut  off  the  circulation,  and  cause  the  death  of 
both  foetuses.  Albuminuria  is  very  common,  and  oedema  of  the 
legs  and  vulva  may  become  extreme,  largely  from  the  pressure, 
as  the  following  case  illustrates.  The  patient,  pregnant  for  the 
second  time,  began  to  suffer  very  much  from  oedema  of  the  legs. 
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About  six  weeks  before  full  time  albumin  first  showed  itself  in 
the  urine,  but  not  to  any  extent.  She  was  kept  on  a  diuretic, 
but  the  swelling  rapidly  increased  and  the  urine  diminished  to 
about  25  oz.  per  diem.  When  I  saw  her,  she  had  excessive 
oedema  of  the  legs  and  abdominal  wall.  The  uterus  was  very 
large.  I  suspected  twins,  but  could  only  palpate  one  foetus  and 
hear  one  foetal  heart.  The  patient  was  within  four  weeks  of 
full  time.  The  diuretic  treatment  was  continued,  and  she  was 
put  upon  a  milk  diet.  Saline  purgatives  were  also  freely  ad- 
ministered. The  albumin  was  about  one-tenth,  and  there  were 
no  tube  casts.  The  urine  quickly  increased  in  amount  until  by 
the  sixth  day  she  was  passing  more  than  65  oz.  The  swelling 
of  the  legs  and  abdomen  did  not  decrease,  and  the  labia  began 
to  swell,  so  I  determined  to  bring  on  labour.  This  was  easily 
accomplished,  as  the  os  admitted  the  largest  Barnes'  bag. 
When  the  bag  was  expelled  I  ruptured  the  membranes,  and  a 
couple  of  hours  later  delivered  a  large  child  l)y  forceps.  A 
second  much  smaller  child  was  found  lying  in  the  back  of  the 
uteru,s,  which  accounted  for  its  not  having  been  felt  by  palpa- 
tion. It  was  transverse,  so  I  turned  and  delivered  it  also  alive. 
There  was  a  single  placenta  with  separate  amniotic  sacs.  The 
twins,  males,  had  been  uniovular.  By  the  fourth  day  after 
delivery  the  oedema  had  completely  disappeared. 

Diagnosis. — In  most  cases,  the  diagnosis  of  twins  is  only 
made  after  the  first  child  has  been  l)orn.  If  the  placenta  of  the 
first  one  comes  away  in  the  usual  time,  the  second  child  may  be 
left  in  litem,  to  be  expelled  a  few  hours  or  days  later.  I  have 
known  this  to  occur  twice  in  the  hands  of  midwives,  but  such  a 
mistake  should  never  be  made  l)y  a  competent  person.  On 
inspecting  the  al:)domen  in  twins  cases,  the  uterine  tumour  will 
be  found  to  be  larger  and  l:)roader  than  usual,  and  sometimes  a 
groove  can  be  noticed.  By  palpation  you  may  be  able  to  make 
out  two  heads,  and  more  limbs  than  in  an  ordinary  case.  If 
two  foetal  hearts  can  be  made  out,  with  separate  points  of  maxi- 
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mum  intensity,  and  a  difference  in  rates,  you  may  be  absolutely 
sure  of  the  diagnosis.  If,  however,  one  child  lies  directly 
behind  the  other,  and  there  is  a  considerable  amount  of  liquor 
amnii,  you  will  not  be  able  to  palpate  the  posterior  child,  nor 
can  you  hear  its  foetal  heart. 

Presentation. — In  nearly  half  the  cases  both  heads  present, 
and  in  about  a  third  a  head  and  a  breech,  then  come  both 
breeches,  head  and  transverse,  breech  and  transverse,  and 
least  frequently  both  transverse. 

Triplets  are  exceedingly  rare,  perhaps  once  in  10,000  cases, 
while  quadruplets  are  much  rarer.  Quintuplets  have  been 
recorded,  but  there  are  no  authentic  cases  of  more  than  five. 
Triplets  may  arise  from  separate  ova,  or  from  two  ova,  two 
from  one  and  the  other  single.  The  membranes  and  placentae 
will  be  arranged  according  to  the  ova. 

Premature  labour  is  almost  sure  to  occur. 

Projnosis. — The  risk  to  the  mother  is  considerably  greater 
than  in  single  pregnancies.  During  pregnancy  there  is  a 
greater  strain  thrown  upon  the  kidneys,  so  albuminuria  is  apt 
to  occur.  Premature  labour  is  frequent.  During  labour  there 
is  risk  from  delay  in  the  first  stage,  due  to  the  overdistention, 
and  in  the  third  stage  there  is  much  greater  risk,  from  post- 
partum haemorrhage.  This  arises  from  the  large  placental  site, 
and  also  from  inertia  uteri,  following  on  the  overdistention  and 
prolonged  first  stage.  Artificial  dehvery  in  the  interests  of  the 
children  may  also  add  to  the  risk.  The  prognosis  for  the 
children  is  not  nearly  so  good  as  in  single  births.  If  there  is 
much  delay  between  the  births,  the  risk  to  the  second  child  is 
materially  increased,  therefore  one  should  take  steps  to  deliver 
the  second  child,  if  uterine  effort  does  not  expel  it  within  an 
hour. 

Treatment. — If  the  uterus  is  much  overdistended,  it  may  be 
necessary  to  rupture  the  membranes  early.  If  two  bags  were 
presenting,  and  one  contained  a  head  and  the  other  a  breech. 
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the  one  containing  the  head  should  always  \)e  ruptured  first,  to 
allow  the  head  to  descend  and  prevent  locking.  The  first  stage 
is  liable  to  be  prolonged  from  the  overdistention.  Unless  there 
is  some  obstruction,  the  second  stage,  as  a  rule,  will  be  short, 
as  the  children  will  be  small.  When  the  first  child  is  born,  the 
cord  must  be  tied  in  two  places,  so  as  to  prevent  haemorrhage 
from  the  end  next  the  mother.  There  may  be  a  single  placenta, 
and,  in  that  case,  if  the  cord  is  not  tied,  the  second  child  will 
quickly  bleed  to  death.  The  uterus  usually  remains  quiescent, 
for  half  an  hour  or  so,  before  contractions  set  in  again.  If  the 
second  child  presents,  either  by  the  head  or  breech,  rupture  the 
membranes  if  necessary,  and  then  wait  for  half  an  hour,  gently 
kneading  the  uterus  to  stimulate  it.  If  the  second  child  is 
transverse,  do  not  wait,  but  turn  it  at  once.  If  there  are  no 
indications  of  uterine  action  in  about  half  an  hour,  take  steps  to 
deliver  the  second  child  by  forceps  or  turning.  As  the  second 
child  is  being  expelled,  the  uterus  must  be  carefully  followed 
down  with  the  hand,  and,  after  the  placenta  is  expelled,  active 
compression  must  l)e  kept  up  for  a  considerable  time,  to  guard 
against  post-partum  haemorrhage.  Ergot  should  be  given.  In 
every  case  you  must  be  prepared  to  deal  with  post-partum 
haemorrhage,  so  a  hot  douche  and  ergotin  should  be  ready  for 
use  ;  l)ut  the  great  thing  is  to  prevent  its  occurrence  by  keeping 
the  uterus  compressed.  There  may  only  be  one  large  placenta, 
or  two  smaller  ones.  If  they  are  separate,  the  placenta  of  the 
first  child  may  come  away  before  the  second  child,  but,  as  a 
rule,  both  placentae  are  retained  until  the  second  child  is  born. 
Earely  both  placentae  are  expelled  before  the  second  child. 

Malpresentations  are  common  with  twins.  One  or  both  may 
show  this.  They  must  be  dealt  with  as  with  single  births,  only 
care  must  l)e  taken  not  to  cause  locking  ;  for  instance,  if  you 
should  meet  with  a  head  and  a  transverse  case,  the  head 
presentation  should,  if  possible,  be  dealt  with  first,  for,  if  you 
turn  the  transverse  one,  the  heads  may  very  readily  become 
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locked.  The  malpresentation  is  most  frequent  iu  the  second 
child,  and  as  the  parts  are  well  dilated  it  can  easily  l)e  dealt 
with.      It  should  be  dealt  with  at  once. 

Locked  Twins. — This  may  occur  in  several  ways,  either 
with  both  heads  presenting,  a  breech  and  a  head,  a  breech  and 
a  transverse,  or  a  head  and  a  transverse.  With  both  heads 
presentino;,  it  arises  when  one  head  enters  the  brim  and  the 
other  follows  along  with  the  chest.  If  there  is  not  room  for 
the  head  of  the  second  child,  and  the  chest  of  the  first,  to  pass, 
they  become  jammed.  If  the  children  are  small  they  may 
be  delivered  by  natural  efforts,  l)ut,  as  a  rule,  assistance  will  be 
required.  The  first  child  may  be  delivered  by  forceps,  but 
considerable  force  will  be  required.  Try  to  push  the  head  of 
the  second  child  out  of  the  way,  before  making  traction.  If 
you  cannot  effect  delivery  in  this  way,  one  of  the  children  must 
be  sacrificed,  and  as  the  first  one  will  probably  have  suffered 
from  the  traction,  the  second  one  would  be  the  more  likely  to 
survive,  therefore  break  up  the  head  of  the  first  and  remove  it 
entirely,  if  possible,  and  deliver  the  second  one  by  forceps. 

Breech  and  Head. — When  the  breech  of  the  first  child  is 
born,  the  two  heads  attempt  to  come  through  the  pelvis  together 
and  thus  lock.  They  may  lock  chin  to  chin,  chin  in  the  nape 
of  the  neck,  occiput  in  the  nape  of  the  neck,  or  head  against 
the  side  of  the  neck.  If  the  children  are  small  they  may  come 
through  locked,  as  in  the  following  case.  A  ii.-para,  set.  twenty- 
one,  at  the  seventh  month  expelled  a  small  body,  but  the  head 
stuck.  When  I  was  called  to  her  the  body  was  born,  but  the 
arms  were  not  down.  I  freed  them  easily  as  they  were  only 
caught  at  the  vulva  and  a  strong  pain  immediately  expelled  the 
two  heads,  locked  chin  to  chin.  The  children  were  lioth  alive, 
but  too  premature  to  survive. 

If  the  case  is  seen  Ijefore  the  membranes  have  ruptured, 
the  bag  containing  the  head  should  be  ruptured,  to  allow  the 
head  to  descend  first  and  prevent  locking.     If  the  locking  has 
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occurred  and  the  uterine  contractions  are  not  very  strong,  you 
may  he  ahle  to  unlock  them  by  pushing  up  the  partly  horn 
child,  and  then  pushing  the  head  of  the  second  out  of  the  way. 
If  you  cannot  do  that,  decapitate  the  first  child,  and  push  its 
head  back,  and  apply  forceps  to  the  second  and  deliver  it.  The 
severed  head  must  then  be  delivered  liy  forceps,  cephalotribe 
or  crotchet.  The  first  child  will  probably  be  dead,  and  at  all 
events  it  cannot  be  saved,  so  one  need  have  no  compunction  in 
decapitating. 

Breech  and  Transverse. — If  seen  early,  turn  the  transverse 
child,  and  thus  prevent  impaction.  If  impaction  has  occurred, 
press  aside  the  transverse  child,  so  as  to  unlock  the  head,  and 
then  deliver  the  first  by  traction  and  turn  the  second.  If  you 
cannot  do  this,  decapitate  the  first,  and  turn  the  second,  and  deal 
with  the  severed  head  afterwards. 

Head  and  Transverse. — Push  the  transverse  one  out  of 
the  way  and  deliver  the  first  by  forceps.  Then  turn  the  second. 
In  deahng  with  a  case  of  this  kind,  before  impaction,  it  will 
manifestly  not  do  to  turn  the  transverse  one  and  attempt  to 
deliver  it  first,  as  the  heads  may  easily  lock.  It  would  be 
quite  easy,  however,  to  push  the  transverse  one  out  of  the  way, 
and  apply  forceps  to  the  head  of  the  other. 

In  doing  version  on  the  first  child,  in  twin  cases,  one  must 
always  bear  in  mind  the  possibility  of  the  after-coming  head 
being  locked. 


CHAPTEE  XXVIII. 

COMPLEX  OR  COMPLICATED  LABOURS  (Confiuued). 

Maternal  Complications — Cardiac  Disease — Management  of  Labour — 
Cases — Aortic  Stenosis — Aortic  Stenosis  with  Mitral  Stenosis  and 
Incompetence — Mitral  Stenosis — Mitral  Stenosis  and  Incompetence — 
Mitral  and  Tricuspid  Incompetence. 

Mateknal  Complications. 

Cardiac  Disease. — Cardiac  disease  has  already  been  dealt 
with  in  reference  to  pregnancy.  It  is  a  serious  complication 
(hiring  pregnancy,  but  the  acme  of  risk  is  reached  during 
labour.  While  pregnancy  throws  a  continuous  strain  upon 
I  he  heart,  this  is  markedly  increased  during  labour,  so  that 
,1  heart  which  has  just  been  able  to  carry  on  its  work  and  no 
more,  may  very  easily  be  overpowered  by  the  extra  strain  of 
labour.  While  there  is  risk  of  failure  of  the  heart  during  the 
Mctual  stress  of  labour,  there  is  also  considerable  risk  of  its  being 
|)aralysed,  immediately  after  the  birth  of  the  child.  This  is 
specially  seen,  in  cases  where  the  right  side  of  the  heart  is 
very  much  dilated,  as  with  mitral  stenosis.  When  the  second 
stage  of  labour  is  over,  the  retraction  of  the  uterus  cuts  out  of 
its  circulation  the  greater  part  of  the  uterine  blood,  and  this 
is  returned  to  the  heart,  unless  a  considerable  amount  of  blood 
is  lost  post  partum.  The  result  is  overdistention  of  the  right 
side  ot  the  heart  and  paralysis  of  the  organ  (fig.  25).  If  this 
explanation  which  Berry  Hart  so  strongly  insists  on  is  the 
liue  one,  manifestly  post-partum  bleeding  should  be  encouraged, 
(347) 
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in  all  cases  where  the  ri^ht  side  of  the  heart  is  dilated.  I 
thoroughly  agree  with  Hart  in  this  matter,  and  have  always 
pursued  this  method  in  dealing  with  such  cases.  To  this  I 
ascribe  ray  success.  Hart  urges  that  if  cardiac  embarrassment 
comes  on,  and  there  is  no  post-partum  haemorrhage,  one  should 
not  hesitate  to  open  a  vein  in  the  arm.  I  have  never  had  to 
do  this,  but  would  be  prepared  to  do  it  in  a  suitable  case. 


Riij/,/  ,nrrirl^ 


Left  veutrich' 


Hif/hf  rndridv 


Fig.  25.— Section  of  lieart  wicli  mitral  stenosis  in  a  case  of  sudden  deatli 
at  end  of  labour  (Hart). 

Pro(/nosis. — The  late  Angus  Macdonald  and  other  winters 
give  a  very  gloomy  prognosis.  For  my  part,  I  cannot  agree 
with  them.  It  is  certainly  a  dangerous  condition,  but  if  com- 
pensation is  good,  and  if  proper  treatment  is  adopted,  the  patient 
should  in  the  majority  of  cases  be  carried  through.  Pure 
mitral  stenosis  is  said  to  be  the  most  deadly  of  all,  but  this 
has  not  been  my  experience.     I  should  have  more  fears  of  a 


COMPLEX  OR  COMPLICATED  LABOURS.  349 

double  aortic  case.  Aortic  incompetence  comes  next  to  mitral 
stenosis.  Mitral  incompetence  is  not  very  serious,  unless  it 
is  very  marked.  I  have  seen  a  number  of  cases  of  fairly 
marked  mitral  incompetence  where  the  patients  passed  through 
several  labours  without  any  inconvenience.  We  not  infre- 
(|uently  discover  cases  of  this  kind  in  the  wards,  after  labour 
is  over,  where  there  has  been  no  indications  of  anything  having 
licen  wrong  during  the  labour.  Two  lesions  combined,  such 
;is  aortic  and  mitral,  or  mitral  and  tricuspid,  are  more  serious 
than  a  single  one.  Repeated  pregnancies  are  bound  to  tell 
Mil  the  heart  in  the  long  run,  and  patients  should  be  warned 
of  this. 

Management  of  Labour. — At  the  commencement  of  labour 
the  patient  should  be  given  a  large  dose  of  digitalis  or  strophan- 
thus.  The  first  stage  should  be  allowed  to  run  its  course 
iiiiturally,  provided  it  is  not  too  prolonged,  and  that  no  cardiac 
cinbarrassment  begins  to  manifest  itself  by  cyanosis  and  diffi- 
culty of  breathing.  If  the  patient  is  becoming  exhausted,  or 
the  heart  embarrassed,  artificial  dilatation  and  immediate  delivery 
should  be  resorted  to.  There  is  no  risk  in  giving  chloroform, 
l)ut  in  some  cases  ether  is  preferable.  When  the  os  is  once 
fully  dilated,  artificial  delivery  should  be  done.  As  soon  as  a 
patient  passes  into  the  second  stage  of  labour  and  begins  to 
l)(!ar  down,  the  strain  upon  the  heart  is  enormously  increased, 
iluivefore  the  second  stage  should  be  done  away  with,  or  cut  as 
short  as  possible.  This  can  easily  be  done  by  applying  forceps 
111'  turning.  During  the  third  stage  the  uterus  should  be  allowed 
lu  lelax,  and  l)leeding  should  be  encouraged.  Ergot  is  there- 
loic  contra-indicated.  If  the  patient  should  show  marked 
caidiac  embarrassment,  and  very  little  blood  be  lost  post 
paituni,  a  vein  in  the  arm  should  be  opened,  and  enough  blood 
ill  lowed  to  fiow  to  relieve  the  engorgement.  If  there  is  much 
collapse,  strychnine  and  digitalin  should  be  given  freely 
hy[)oderinioally.      During     the    puerperium    the    cardiac    tonic 
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should  be  continued,  and  the  patient  should  not  be  allowed 
to  suckle  her  child,  not  only  because  she  will  be  weak,  but  also 
because  lactation  has  a  bad  etfect  upon  a  damaged  heart. 

Cases. — Several  cases  have  already  lieen  given  fully  in 
treating  of  cardiac  disease  in  pregnancy,   which  see. 

Case  I.  Aortic  Stenosis — Labour  at  Full  Time. — J.  C,  tet. 
twenty-six,  ii.-para,  admitted  30th  December,  1901,  delivered 
8th  January,  1902. 

This  patient  was  not  in  laljour  when  admitted,  but  on  ac- 
count of  cough,  extreme  breathlessness,  and  great  oedema  of 
the  legs,  it  was  deemed  advisable  to  keep  her  under  observation 
in  hospital. 

Previous  history  :  She  had  had  scarlet  fever  at  seven  years 
of  age,  from  which  she  had  made  a  good  recovery,  but,  for  the 
past  eight  years,  she  had  been  much  troubled  with  rheumatic 
pains  in  her  joints.  Three  months  ago  the  cough  and  breath- 
lessness had  set  in,  and  the  breathing  had  become  exceedingly 
embarrassed  on  exertion.  She  had  had  no  difiticulty  during 
her  former  pregnancy. 

Cardiac  condition  on  admission  :  The  pulse  vvas  80,  and  of 
fair  tension.  The  apex-beat  was  half  an  inch  outside  the 
vertical  nipple-line.  The  right  border  was  normal  in  position. 
Auscultation  revealed  a  harsh  systolic  murmur,  heard  with 
maximum  intensity  over  the  aortic  area,  and  conducted  into 
the  vessels  of  the  neck.  A  very  slight  thrill  could  be  occasion- 
ally detected  over  the  aortic  area. 

The  swelling  of  the  legs  and  ankles  was  extreme,  and  there 
was  a  very  marked  degree  of  capillary  varicosity  of  the  veins. 

The  urine  was  pale  straw  colour,  with  a  slight  deposit  of 
urates,  but  no  albumin. 

She  was  kept  at  absolute  rest,  and  given  an  expectorant  and 
cardiac  tonic. 

Labour  set  in  on  the  night  of  8th  January,  and,  although 
strict  injunctions  had  been  given,  that  the  resident  was  to  be 
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advised  of  the  fact,  no  intimation  was  given  him  until  the  second 
stage  had  lasted  three  hours,  and  no  progress  was  being  made. 
He  found  the  patient  was  completely  exhausted,  with  an 
irregular  pulse  of  120.  The  pains  were  very  feeble.  An 
inhalation  of  amyl  nitrate  was  given,  and  a  hypodermic  in- 
jection of  strychnine  .y,j  gr.  and  digitalin  -'^  gr.  Delivery 
was  effected  by  forceps  under  chloroform.  Free  bleeding  was 
allowed  to  take  place  post-partum,  and  then  the  uterus  was 
firmly  rubbed  till  it  became  well  retracted. 

The  patient  made  a  good  recovery. 

Gaae  If.  Aortic  Stemms  loiflt  Mitral  Stenusi.ii  and  Incovi- 
■pelence — Labour  at  Full  r-^'me.— Mrs.  A.,  set.  twenty-five, 
iii.-para,  admitted  15th  December,  1901,  delivered  2nd  January, 
1902. 

This  patient  was  admitted  to  hospital  suffering  from  cough, 
breathlessness,  and  palpitation,  dating  from  the  quickening,  but 
aggravated  during  the  fortnight  prior  to  admission.  She  had 
also  been  very  hoarse  for  three  weeks. 

Past  history :  She  had  never  had  scarlet  fever,  or  rheumatic 
fever,  nor  had  she  ever  manifested  any  symptoms  of  subacute 
rheumatism.  During  her  first  pregnancy  she  had  been  perfectly 
well,  but  had  suffered  slightly  from  breathlessness  during  the 
latter  third  of  her  second.  There  was  no  indication  of 
syphiHs. 

Inspection  of  the  cardiac  area  revealed  diffuse  pulsation  in 
the  fourth  and  fifth  interspaces,  while  marked  pulsation  could 
be  detected  in  the  suprasternal  notch  and  in  the  veins  of  the 
neck. 

Palpation  revealed  marked  pulsation  in  the  second,  third, 
fovirth,  and  fifth  interspaces,  accompanied  by  a  well-defined 
thrill  of  a  rough,  grating  character,  and  preceding  the  apical 
impulse. 

On  percussion,  the  transverse  area  of  cardiac  dulness  was 
found  to  measure  -Ij  in.,  and  this  was  continued  upwards,  and 
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towards  the  middle  and  left  of  the  inanubrium  sterni,  by  a 
narrow  neck  li  in.  broad. 

Auscultation  over  the  mitral  area  gave  a  rough,  mmbliug 
murmur,  hmited  in  distribution,  and  running  up  to  the  first 
sound,  which  was  ol)scured  l)y  a  soft  blowing  systolic  murmur, 
following  upon  the  termination  of  the  presystolic  one.  The 
systolic  murmur  was  well  conducted  into  the  left  axillary 
region.  Over  the  aortic  area  and  midsternum  a  somewhat 
harsh  systolic  murmur  was  heard  ;  it  was  conducted  into  the 
vessels  of  the  neck. 

The  aphonic  condition,  associated  with  the  pulsation  in  the 
suprasternal  notch,  and  the  area  of  percussion  dulness  over 
the  upper  and  left  border  of  the  sternum,  led  to  a  suspicion  of 
aneurism  ;  but  although  a  systolic  murmur  could  be  heard 
over  the  trachea,  there  was  no  evidence  of  pupillary  inequality, 
inequality  of  radial  pulses,  dysphagia,  or  tracheal  tugging. 
Laryngoscopic  examination  showed  a  somewhat  anaemic  con- 
dition of  the  larynx,  and  a  tumefaction  of  the  vocal  cords  and 
of  the  ary-epiglottic  folds.  Movements  of  adduction  and  abduc- 
tion of  the  vocal  cords,  though  a  little  tardy,  were  quite  free. 

Lungs  :  Bronchitic  rilles  were  heard  in  the  left.  The  pulse 
was  90,  and  slightly  irregular.  The  urine  contained  0"5  per 
cent,  albumin  and  triple  phosphates. 

The  patient  was  kept  in  bed  on  milk  diet  and  imperial  drink, 
and  given  a  mixture  containing  strophanthus,  acetate  and  citrate 
of  potash.  She  \vas  also  given  an  inhalation  of  menthol  and 
tr.  benzoini  co.  Her  condition  quickly  improved.  The  pulse 
became  regular,  and  the  heai't's  action  quietened,  while  the 
cough  and  aphonia  lessened.  Every  night  she  complained  of 
pains  in  the  lumbar  region,  which  seemed  to  be  false  labour 
pains. 

On  2nd  January  laliour  set  in  with  strong  pains.  The  first 
stage  only  lasted  an  hour  and  a  quarter,  and  the  second  only 
eighteen  minutes.      No  instrumental  interference  was  adopted, 
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as  there  was  no  cardiac  embarrassment.  A  fair  amount  of 
bleeding  was  allowed  in  the  third  stage.  She  made  a  good 
recovery. 

Case  III.  Mitral  Stenosis — Labour  at  Full  Time. — Mrs. 
W.,  set.  twenty-nine,  i.-para.  Admitted  19th  December, 
1901  ;  delivered  19th  December,  full  time.  This  patient  on 
admission  felt  very  well,  and  suffered  no  discomfort.  Lividity 
of  the  ears,  lips,  cheeks,  and  tip  of  the  nose  led  to  the  suspicion 
of  a  mitral  lesion,  and  auscultation  revealed  a  well-marked 
presystolic  murmur  in  the  mitral  area.  The  thrill  could  be 
11  distinctly  felt. 

I  As    the    second   stage   was    prolonged,   chloroform   was   ad- 

ministered and  forceps    applied.     Free   bleeding  was  allowed 
to  take  place.     She  made  an  uninterrupted  recovery. 
i  In  this  case  there  must  have  been  well-marked  compensa- 

tion, as  she  had  not  sulifered  any  inconvenience  during  the 
pregnancy.  During  the  labour  there  was  nothing  to  show  that 
the  heart  was  affected.  I  think  it  was  probably  a  case  of 
congenital  stenosis.  I  know  of  a  case  of  mitral  stenosis,  which 
I  believe  to  be  congenital,  where  two  labours  have  been  passed 
through  without  the  least  difficulty. 

Case  IV.  Mitral  Steatosis  and  Incompetence  —  Labour  at 
Full  Time. — Mrs.  B.,  aet.  twenty-seven,  ii.-para,  fuU  time, 
admitted  to  the  hospital  17th  December,  1901  ;  delivered  18th 
December.  On  admission  the  patient  was  very  pallid,  and 
presented  considerable  oedema  of  the  legs  and  vulva.  For  a 
month  prior  to  admission  she  had  suffered  from  headache, 
vertigo,  sickness,  and  transient  amaurosis.  The  symptoms, 
coupled  with  the  oedema  of  the  legs  and  genitalia,  led  to  the 
examination  of  the  urine,  which  was  found  to  be  of  a  pale 
straw  colour,  but  without  a  trace  of  albumin. 

On  examining  the  heart,  a  pronounced  presystolic  thrill  could 
be  felt,  and  a  well-marked  presystolic  and  a  systolic  murmur 
heard  over  the  mitral  area. 

28 


354  CLINICAL  OBSTETRICS. 

The  OS  was  sufficiently  dilated  to  admit  two  tinger-tips,  but 
the  pains,  although  recurring  frequently  and  strongly,  were 
not  having  much  elitect  on  the  cervix.  As  the  patient  had  a 
very  pendulous  abdomen,  a  firm  binder  was  applied.  This 
did  not  cause  any  cardiac  discomfort. 

A  hypodermic  injection  of  digitalin  and  strychnine  was  given 
on  admission,  and  digitalis  and  strophanthus  by  the  mouth, 
every  two  hours  afterwards.  The  pains  became  feeble  and  at 
long  intervals,  so  10  gr.  of  quinine  were  given  to  stimulate 
the  uterus.  Two  hours  later  the  pains  became  stronger,  the 
OS  dilated  very  slowly,  and  as  the  patient  was  becoming 
worn  out,  a  mixture  of  chloroform  and  ether  (2  to  1)  was  ad- 
ministered ;  the  remainder  of  the  dilatation  finished  manually, 
and  delivery  was  effected  by  forceps.  There  was  very  little 
bleeding.  The  patient  was  very  weak  after  delivery,  but 
there  was  no  cardiac  embarrassment. 

The  cardiac  tonic  was  continued  throughout  the  puerperium, 
and  the  patient  was  not  allowed  to  nurse.  She  left  the 
hospital  feeling  very  well. 

Case  V.  Mitral  Stenosis  and  Incompetence — Albuminuria — 
Labour  at  Full  Time. — Mrs.  W.,  aet.  twenty-four,  i.-para. 
Admitted  23rd  December,  1901 ;  delivered  27th  December,  full 
time.  This  patient  was  admitted  on  account  of  oedema  of  the 
feet,  legs,  face  and  vulva.  She  had  not  suffered  from  any  dis- 
comfort, beyond  that  due  to  the  swelling  in  the  parts.  The 
urine,  which  was  scanty  in  amount  and  high-coloured,  was 
loaded  with  albumin.  Esbach's  albuminometer  gave  0'8  per 
cent. 

Percussion  of  the  area  of  cardiac  dulness  revealed  a  trans- 
verse measm-ement  of  Ai  in.  A  well-marked  presystolic  thrill 
was  felt  over  the  mitral  area,  and  auscultation  elicited  a 
presystolic  and  a  systolic  murmur  over  that  region.  There 
was,  in  addition,  a  slight  whiff  after  the  second  sound  in  the 
diastoUc  period,  followed  with  an  interval  with  no    murmur, 
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and  then  a  harsh  rumbling  murmur  running  up  to  the  first 
sound.  There  was  no  evidence  of  an  aortic  lesion,  and  the 
diastolic  soft,  muroaur  before  mentioned  was  only  audible  over 
the  mitral  area. 

She  was  given  saline  purgatives,  imperial  drink,  digitalis, 
and  strophanthus.  The  urine  increased  in  quantity,  and  the 
albumin  fell  on  the  third  day  to  0'5  per  cent.   (Esbach). 

Labour  pains  set  in  four  days  after  admission.  The  labour 
was  terminated  under  chloroform  by  forceps.  Slight  bleeding 
was  allowed  to  take  place.  There  was  no  cardiac  embarrass- 
ment. She  made  an  uninterrupted  recovery.  The  albumin 
had  completely  disappeared  from  her  urine. 

Case  VI.  Mitral  and  Tricuspid  Incompetence — Labour  at 
Full  Time. — J.  F.,  set.  twenty-six,  ii.-para,  w^as  admitted  to  the 
Glasgow  Maternity  Hospital  on  6th  February,  1901,  in  labour. 

Previous  history  :  The  patient  had  been  in  feeble  health  for 
some  time  past.  She  had  had  a  bad  attack  of  chorea  in  child- 
hood, recurring  attacks  of  rheumatism,  and  an  attack  of  scarlet 
fever.  She  had  suffered  for  many  years  from  a  weak  heart. 
Her  doctor  had  told  her  "  it  was  only  a  matter  of  time  with 
her  ".  She  had  had  a  severe  cough  for  a  long  time.  Her 
previous  labour  had  not  apparently  caused  her  much  trouble. 

State  on  admission  :  The  os  was  nearly  three-quarters  dilated. 
The  legs  were  oedematous.  The  breathing  was  rapid  and 
laborious,  and  numerous  rales  were  heard  over  the  chest.  At 
the  apex  of  the  heart  a  loud,  blowing,  systolic  murmur  was 
heard.     The  heart  was  beating  forcibly  and  rapidly. 

Two  hours  after  admission  the  membranes  ruptured.  The 
breathlessness  became  greatly  aggravated.  Forceps  were  ap- 
plied and  a  live  child  easily  delivered.  Chloroform  was  not 
given.  She  was  freely  stimulated  with  whisky  and  hypodermic 
injections  of  strychnine  and  digitalin.  Her  breathlessness 
and  disti'ess  rapidly  increased,  and  she  died  five  hours  after 
delivery. 
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The  post-mortem  examination  was  performed  by  Dr.  Car- 
stairs  Douglas.  The  pericardium  contained  a  few  ounces  of 
fluid,  and  each  pleural  cavity  also  contained  about  12  oz.  of 
the  same. 

The  heart  was  large  and  somewhat  fatty.  The  left  auricle 
was  dilated  and  contained  a  firm,  adherent,  ante-mortem  clot 
the  size  of  a  l^antam's  egg.  The  left  ventricle  was  hyper- 
trophied,  and  the  mitral  valve  incompetent,  with  distinct 
sclerosis  of  the  cusps.  A  slender  ante-mortem  clot  extended 
into  the  aorta.  The  aortic  valves  were  healthy.  The  right 
ventricle  was  a  little  dilated,  and  it  and  the  right  auricle 
contained  ante-mortem  clots.  The  tricuspid  valve-ring  was 
dilated. 

The  lungs  showed  marked  oedema,  and  the  left  one  some 
brown  induration.     The  liver  was  nutmeg. 

This  was  the  only  fatal  case  in  the  series.  As  I  was  not 
present,  I  cannot  say  whether  or  not  there  was  any  post-partum 
bleeding.  At  the  post-mortem  examination  the  heart,  although 
somewhat  dilated,  was  not  distended  wnth  fluid  blood,  but  con- 
tained ante-mortem  clots.  In  examining  the  heart  in  fatal 
puerperal  cases,  I  have  been  struck  with  the  frequency  with 
which  one  meets  with  ante-mortem  clots.  They  are  nearly 
always  found,  no  matter  what  has  been  the  cause  of  death. 
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Maternal  Complications. 

Eclampsia  as  a  Complication  of  Pregnancy,  Parturition 
and  the  Puerperium. — Eclampsia,  or  convulsions,  affecting- 
women  during  pregnancy,  parturition,  or  the  puerperium  is 
usually  spoken  of  as  puerperal  eclampsia.  It  will  be  more 
convenient  to  discuss  the  whole  subject  in  one  section  than 
to  take  it  up  under  the  three  different  headings  of  pregnancy, 
parturition  and  the  puerperium. 

From  the  very  earliest  days  of  medicine,  the  condition  has 
been  recognised,  and  innumerable  treatises  have  been  written 
on  it.  Yet  we  have  still  much  to  learn,  especially  as  to  the 
causation  of  the  fits.  The  newer  methods  of  treatment  enable 
us  to  deal  much  more  satisfactorily  with  the  cases  than  our 
predecessors  could  do,  but  until  we  gain  a  clear  conception  of 
what  the  poison  is,  and  how  it  acts,  our  treatment  must  be 
empirical,  and,  to  a  large  extent,  unsatisfactory. 

Many  theories  have  been  advanced,  but  none  of  them  are 
satisfactory.  I  do  not  intend  discussing  them,  neither  do  I 
purpose  attempting  to  add  a  new  one.  I  shall  merely  indicate 
what  I  consider  to  be  the  extent  of  our  present  knowledge  of 
the  condition. 

Pregnancy  is  a  physiological  condition,  but  it  borders  dan- 
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gerously  upon  the  pathological.  A  new  element  is  imported 
into  the  woman's  economy.  The  rapidly  growing  uterus,  and  its 
contents,  have  to  be  supplied  with  nourishment,  and  the  noxious 
substances,  arising  from  the  rapid  tissue  metabolism  which  is 
going  on,  have  to  be  got  rid  of.  The  excretory  organs  of  the 
woman  have  thus  to  do  doul)lc  work,  i.e.,  they  have  to  purify 
the  mother's  system  of  her  own  noxious  substances,  and  also  of 
those  arising  from  the  uterine  contents.  What  the  products  of 
tissue  metabolism  are,  which  are  formed  in  the  uterus,  we  do  not 
know,  but,  judging  from  the  rapid  growth  and  development  which 
are  taking  place,  there  must  be  a  large  amount  of  them.  In  the 
great  majority  of  cases,  the  excretory  organs  are  equal  to  the 
task  and  no  harm  arises,  but,  if  any  of  them  should  fail,  the 
system  will  quickly  become  poisoned,  and,  if  the  poisoning 
becomes  excessive,  convulsions  will  result.  The  kidneys  are 
the  organs  to  which  most  attention  has  been  paid.  The  urine 
becomes  scanty,  and  more  or  less  loaded  with  albumin.  The 
urea  and  uric  acid  also  diminish  in  amount.  The  "  kidney  of 
pregnancy  "  seems  to  me  to  result  from  the  toxic  action  of  the 
products  of  tissue  metabolism  upon  the  kidney  substance.  The 
toxine  acts  very  Uke  turpentine  or  cantharidine,  and  the  urine, 
which  is  diminished  in  amount,  becomes  loaded  with  albumin 
and  sometimes  blood.  The  liver  is  affected,  but  whether  prior 
to  the  kidneys  or  not,  I  cannot  say.  In  some  cases  it  is  found 
in  a  condition  almost  like  an  early  stage  of  yellow  atrophy, 
while  haemon-hages  under  its  capsule  or  into  its  substance  are 
quite  common  (see  frontispiece).  The  role  played  by  the 
liver  in  the  causation  of  the  disease  remains  to  be  ascertained. 

The  nervous  system  of  a  pregnant  woman  is  usually  in  a 
more  or  less  unstable  condition,  much  like  that  which  exists  in 
infancy.  Verv  little  will  upset  it.  The  toxine,  whatever  it 
may  be,  acts  as  an  irritant  upon  the  nerve  centres,  and  causes 
headache,  disturbance  of  vision,  and  finally  a  furious  nerve 
storm  in  the  shape  of  general  convulsions. 
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Au  attempt  has  lieen  made  to  prove  that  micro-organisms 
are  the  cause,  but  so  far  no  bacillus  has  been  isolated.  To  my 
mind,  the  exciting  cause  seems  to  be  a  chemical  substance,  which 
is  the  result  of  tissue  metabohsm,  in  connection  with  the 
development  and  nourishing  of  the  foetus  in  utero.  Under 
ordinary  conditions,  this  toxic  substance  is  cleared  out  of  the 
body,  but  if  it  be  retained,  either  from  some  fault  on  the  part 
of  the  liver,  or  kidneys,  or  of  both,  the  already  unstable  nervous 
centres  are  atiected  by  it,  and  an  explosion  occurs.  It  is  a  well- 
known  fact  that,  if  the  excretory  organs  can  be  got  to  work 
satisfactorily,  an  eclamptic  seizure  can  be  prevented  (see  cases 
i.  and  ii.,  pages  32  and  33). 

If  the  maternal  system  is  poisoned,  one  would  naturally  expect 
the  foetus  would  suffer,  and  there  is  no  doubt  that  it  does.  The 
toxine  acts  upon  the  foetus  in  the  same  way  as  upon  the  mother. 
The  foetus  is  very  often  killed,  and  it  has  been  observed  to  have 
actual  convulsions  in  utero.  I  have  never  observed  this,  but  I 
have  twice  delivered  children  in  a  state  of  rigidity,  as  if  they 
had  died  in  a  convulsion.  If  the  child  is  born  alive,  it  may 
have  convulsions  within  a  few  days  of  birth.  I  have  seen 
several  cases.  The  kidneys  of  the  foetus  are  affected  in  exactly 
the  same  way  as  those  of  the  mother,  and  albumin  will  be  found 
in  the  urine.  In  several  cases  in  which  I  was  able  to  obtain 
specimens  of  the  child's  urine,  a  considerable  amount  of  albumin 
was  present.  I  have  also  found  the  same  in  the  urine  of  two 
children,  where  the  mothers  had  had  albuminuria,  but  had  been 
saved  from  having  convulsions  by  prompt  treatment. 

It  has  been  asserted  that  on  the  death  of  the  foetus  in  utero 
the  albumin  quickly  disappears  from  the  mother's  urine.  My 
experience  has  been  quite  opposed  to  this,  as  on  three  occasions 
I  have  delivered  macerated  foetuses,  in  cases  of  eclampsia  with 
highly  albuminous  urine.  In  one  case  the  urine  became  nearly 
solid  on  boiling.  In  these  cases  acetone  will  be  found  in  the 
urine,  as  a  product  of  maceration. 
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A  number  of  cases  have  been  published  where  no  albumin 
was  found  in  the  urine.  I  have  only  once  seen  convulsions  in 
labour  without  albumin  in  the  urine,  and,  as  that  woman  was 
subject  to  fits,  I  do  not  think  it  was  a  case  of  true  eclampsia. 
In  the  very  large  number  of  cases  treated  by  me,  albumin  has 
always  been  found  in  a  fairly  large  quantity.  When  a  multi- 
para is  seized,  it  wiU  very  often  be  found  that  the  albumin 
persists  after  delivery,  showing  that  she  is  the  subject  of 
nephritis,  and,  if  she  should  die,  the  kidneys  will  be  found  to  be 
diseased.  Nephritis,  in  a  pregnant  woman,  is  almost  sure  to 
end  in  eclampsia,  unless  active  treatment  is  adopted,  to  keep 
the  kidneys  and  bowels  acting  freely.  It  is  rare  for  a  woman 
to  have  attacks  in  subsequent  pregnancies,  and,  if  they  occur, 
there  is  probably  some  chronic  kidney  disease  present.  I  have 
seen  only  one  case  of  this  kind  (see  case  xix.,  page  391). 

Premonitory  Signs  and  Symptoms. — The  patient  usually 
shows  more  or  less  oedema  of  the  feet  and  legs,  and  the  body 
and  face  may  also  be  involved.  The  labia  may  be  very  much 
swollen.  Occasionally  there  is  no  oedema,  even  of  the  legs,  or 
it  is  so  sHght  that  it  is  not  observed.  She  suffers  from  head- 
ache, muscae  volitantes,  and  temporary  failure  of  vision,  which 
in  the  actual  seizure  may  go  on  to  complete  blindness.  I  have 
twice  seen  patients  absolutely  blind  diiring  the  labour.  One  of 
them  recovered  and  the  other  died.  They  both  recovered  sight 
after  delivery,  but  the  one  who  lived  suffered  from  impairment 
of  vision  in  both  eyes.  Sickness  is  sometimes  complained  of, 
vrith  severe  epigastric  pain,  just  before  the  onset  of  the  convul- 
sions. The  urine  decreases  in  amount,  and  in  some  cases  there 
may  be  total  suppression.  To  the  naked  eye  it  may  present  no 
abnormal  appearance,  but  in  some  cases,  especially  immediately 
before,  or  during  the  convulsions,  it  will  be  seen  to  be  loaded 
with  blood.  Albumin  will  be  found  present,  even  to  the  extent 
of  its  becoming  solid  on  boiling.  The  urea  and  uric  acid  will 
both   be  decreased  in  amount.     Various  kinds  of  tube  casts, 
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especially  epithelial  ones,  and  much  epithelial  debris,  will  be 
seen  under  the  microscope. 

In  the  majority  of  cases  premonitory  signs  and  symptoms 
are  present,  but  occasionally  the  fits  come  on  without  any 
warning. 

The  Seizure. — The  patient  has  a  dazed,  fixed  look,  the  pupils 
are  seen  to  dilate  widely,  and  twitchings  of  the  eyelids  begin, 
and  quickly  spread  to  the  facial  muscles,  the  muscles  of  respir- 
ation, and  all  the  other  muscles  of  the  body.  This  clonic  stage 
is  succeeded  by  a  tonic  one,  and  then  the  fit  passes  off,  leaving 
the  patient  comatose  to  a  greater  or  less  extent.  The  tongue 
or  cheek  is  frequently  bitten,  unless  a  folded  towel,  piece  of  cork, 
or  rubber,  etc.,  is  placed  between  the  teeth.  The  involvement 
of  the  respiratory  muscles  interferes  with  the  breathing,  so  the 
face  is  suffused,  and  in  bad  cases  almost  black.  The  breathing 
will  be  very  stertorous.  Froth  comes  from  the  mouth,  tinged 
with  blood,  if  the  tongue  or  cheek  has  been  injured.  The 
struggling  may  be  so  severe  as  to  make  it  difficult  to  keep  the 
patient  in  bed.  The  state  of  coma  may  pass  off  in  a  little,  but, 
in  many  cases,  it  persists  until  another  fit  comes  on.  The  fits 
may  be  few  in  number,  or  there  may  be  upwards  of  a  hundred 
of  them.  They  may  recur  frequently,  or  at  short  or  long 
intervals.  If  they  continue  recurring,  the  coma  will  gradually 
deepen.  If  the  patient  survives,  the  coma  gradually  passes  off 
after  the  fits  cease,  but  it  may  be  twenty-four  or  even  forty- 
eight  hours  before  the  patient  begins  to  be  conscious,  and  much 
longer  before  she  is  quite  clear  in  her  mind.  In  mild  cases 
there  may  be  little  or  no  coma.  The  patient's  mind  is  a  com- 
plete blank,  from  the  time   of   her  seizure   until  she   regains 

I       consciousness.      She  knows  nothing  about  the  terrible  ordeal 

I      through  which  she  has  passed. 

B         Frequency. — Among  ordinary  private  cases,  it  occurs  in  about 

H    1  in  300  cases,  but  in  hospital  work  it  is  much  more  frequent.    In 
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1  in  50.  As  already  stated,  it  is  much  more  frequent  in  primi- 
parue,  especially  among  the  unmarried,  than  in  multiparas.  It 
is  most  frequent  during,  labour,  less  during  pregnancy,  and  least 
during  the  puerperium.  It  is  much  more  frequent  with  nniltiple 
pregnancies  than  with  single  ones.  Climatic  conditions  seem 
to  influence  it,  by  interfering  with  the  action  of  the  skin.  In 
our  hospital  work,  we  generally  get  a  number  of  cases  within  a 
short  time  of  each  other.  In  part  of  March  and  April,  1902, 
I  treated  six  cases  within  four  or  five  weeks. 

Diagnosis. — The  condition,  when  once  seen,  can  hardly  be 
mistaken,  but  one  must  bear  in  mind  that  fits  may  arise  from 
epilepsy,  hysteria,  or  a  brain  lesion.  The  epileptic  fits  are 
exactly  the  same  in  appearance,  but  you  will  get  a  history  of 
previous  epileptic  seizures.  The  presence  of  albumin  in  the 
urine  cannot  be  taken  as  indicating  eclampsia,  because  you 
may  find  it  with  epilepsy.  I  have  seen  such  a  case,  in  which, 
as  I  got  a  history  of  frequent  attacks  of  epilepsy,  I  did  not  con- 
sider the  case  one  of  true  eclampsia.  With  hysterical  fits 
you  will  have  the  usual  manifestations  of  hysteria,  which  are 
never  present  in  true  eclampsia. 

In  brain  lesions,  you  must  be  guided  by  the  history,  the 
paralysis,  the  eye  conditions,  etc.   (see  case  i.,  page  72). 

Prognosis.— The  condition  is  undoubtedly  an  exceedingly 
serious  one.  The  death  rate  given  by  different  authors  varies 
very  much.  It  is  very  difficult  to  give  anjiihing  Hke  an 
accurate  estimate,  because  one's  statistics  must  be  taken  from 
hospital  records  to  get  anjiihing  hke  a  reliable  number  of  cases, 
and  many  cases  sent  into  hospital  are  beyond  hope  when 
admitted.  The  following  estimate  is  based  on  eighty  con- 
secutive cases  treated  in  the  wards  of  the  Glasgow  Maternitj- 
Hospital.  Thirty  were  fatal,  giving  a  mortality  of  37 '5  per 
cent.  This  is  exceedingly  high,  but  it  must  be  remembered 
that  this  includes  all  cases  admitted,  and  many  of  them  had 
been  convulsed  for  hours,  and  some  were  actually  moribund 
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at  the  time  of  admission.  Of  the  cases  treated  by  the  older 
methods  44  per  cent,  died,  while  of  those  treated  by  saline 
infusions  only  24  per  cent,  were  lost.  This  is  a  ver}^  marked 
improvement.  Of  the  twenty-two  cases  given  by  me  in  the 
International  Clinics,  vol.  ii.,  1901,  three  died,  but  one  of  these 
deaths  was  due  to  a  perforating  duodenal  ulcer  on  the  sixth 
day.  Including  this  case,  it  gives  a  death  rate  of  13'64  per 
cent. 

The  prognosis  is  gravest  in  cases  occurring  during  pregnancy, 
less  gi-ave  in  those  occurring  during  labour,  and  least  gi'ave  in 
those  occurring  during  the  puerperium.  The  earlier  in  preg- 
nancy the  onset  is,  the  graver  is  the  condition,  and  the  same 
is  true  regarding  labour.  In  the  eighty  cases  the  prognosis 
was  much  more  favourable  among  the  multiparse  than  among 
the  primiparffi.  This  is  the  reverse  of  what  has  usually  been 
found.  It  agi-ees,  however,  with  my  whole  experience.  Roughly 
speaking,  the  more  numerous  the  fits,  the  graver  is  the  outlook, 
but  occasionally  one  sees  cases  which  die  after  one  or  two  fits. 
Such  cases  are  usually  profoundly  comatose,  and  have  almost, 
if  not  complete,  suppression  of  urine.  If  the  fits  are  frequent 
and  severe,  and  the  coma  deep,  the  outlook  is  exceedingly 
grave.  As  regards  the  urine,  the  principal  factor  influencing 
the  prognosis  is  undoubtedly  the  quantity  excreted.  If  this 
is  small,  and  does  not  increase  very  quickly  after  delivery,  the 
prognosis  will  be  very  grave.  The  quantity  of  albumin  present 
will  not  influence  the  prognosis  much.  A  patient  with  a 
small  quantity  of  albumin  in  her  urine  may  have  a  very  severe 
attack.  When  there  is  much  blood  present  the  prognosis  will 
l)e  grave,  but  not  necessarily  hopeless  (see  case  xvii.).  An 
exceedingly  quick  pulse  is  a  bad  indication,  if  it  does  not  soon 
incline  to  slow  down.  In  most  of  my  cases  the  temperature 
has  been  raised  for  a  few  days,  but  not  markedly  so  in  the 
fatal  ones. 

As    regards    the   child  the  prognosis    is   very   bad.      If  the 
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seizure  takes  place  before  the  child  has  reached  a  viable  age, 
it  is  very  likely  to  be  sacrificed  by  emptying  the  uterus.  My 
experience  leads  me  not  to  interfere  with  the  uterus  unless  the 
fits  recur  in  spite  of  treatment.  After  ten  fits,  the  chances  for 
the  child  are  exceedingly  small.  If  it  is  born  alive,  it  may 
die  of  convulsions  or  of  general  debility.  Probably  not  more 
than  40  per  cent,  of  the  children  ultimately  survive. 

Treatment. — The  following  method  of  treatment  is  the  one 
I  have  been  practising  for  several  years,  both  in  my  hospital 
and  private  work.  I  have  tried  all  the  other  usual  methods, 
and,  from  a  wide  experience,  I  have  no  hesitation  in  saying  that 
the  saline  infusion  method  has  given  much  better  results  than 
any  of  the  others.  In  the  Maternity  Hospital  the  death  rate 
from  eclampsia  has  been  reduced  nearly  50  percent.,  taking 
the  cases  just  as  they  come. 

The  method  is  based  upon  the  assumption  that  there  is  a 
toxic  substance  circulating  in  the  blood.  We  do  not  know 
what  the  substance  is,  and  therefore  cannot  administer  an 
antidote.  Our  efforts  must,  in  the  meantime,  be  limited  to 
freeing  the  system  from  it  as  quickly  as  possible.  To  give 
drugs  to  control  the  convulsions,  which,  after  all,  are  only  a 
symptom,  seems  to  me  somewhat  irrational. 

There  are  three  main  channels  through  which  a  poison  may 
be  eliminated  from  the  blood,  viz.,  the  skin,  the  bowels,  and  the 
kidneys.  The  importance  of  keeping  these  channels  open  has 
long  been  recognised.  If  we  had  plenty  of  time  there  would 
be  no  difficulty  in  the  matter.  This  fact  has  already  been 
demonstrated  in  connection  with  albuminuria  of  pregnancy,  and 
the  cases  there  cited  show,  that,  by  appropriate  treatment, 
eclampsia  can  be  prevented.  I  might  cite  many  more  cases  to 
prove  this,  but  it  is  already  familiar  to  every  obstetrician.  In 
the  majority  of  cases  convulsions  have  already  commenced,  and 
we  no  longer  have  time  to  establish  action  by  drugs  in  the 
usual  way,  so  that  other  means  must  be  adopted. 
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The  best  way  to  act  upon  the  skin  is  either  by  hot  packs  or 
vapour  baths.  In  using  the  hot  pack,  care  must  be  taken  to 
wring  the  blankets  well,  or  the  skin  may  easily  be  blistered. 
For  the  same  reason  hot-water  bottles  must  not  be  allowed  to 
touch  the  bare  skin.  The  packs  or  baths  may  be  repeated,  l)ut 
the  pulse  must  be  watched.  I  usually  leave  the  patient  in  the 
bath  or  pack  for  half  an  hour.  Pilocarpine  will  cause  profuse 
diaphoresis,  and  it  has  been  and  is  still  sometimes  used,  but  it 
is  exceedingly  depressing,  and  is  very  liable  to  increase  any 
oedema  of  the  lungs  which  may  be  present.  The  increase  of 
mucus  in  the  bronchial  tubes  may  be  so  great  as  to  cause  the 
patient's  death.  I  have  never  used  this  drug,  and  cannot 
recommend  it. 

To  get  the  bowels  to  act  is  very  difficult.  Croton  oil  is  often 
recommended,  but  even  in  large  doses  it  frequently  fails.  I 
have  often  given  5  min.  withovit  the  least  effect,  and  in  two 
cases  I  have  seen  oedema  glottidis  arise  after  its  use.  I  give 
from  2  to  4  large  tablespoonfuls  of  Epsom  salts,  intro- 
ducing them  through  a  stomach  tube,  unless  the  patient  is  quite 
conscious.  Enemata  are  useful  to  unload  the  lower  bowel,  and 
also  to  start  the  action  of  the  bowels  later  on.  Jalap  is  also 
useful ;  but  whatever  drug  is  given  must  be  administered  in 
a  very  large  dose.  Absorption  is  in  abeyance  and  the  action 
exceedingly  sluggish.  If  a  hypodermic  purgative  could  only  be 
devised,  it  would  be  most  useful. 

The  kidneys  are  the  organs  of  excretion  which  are  most  at 
fault,  and,  if  we  can  get  them  to  act  promptly  and  freely,  all 
will  go  well.  If  there  is  time  before  the  fits  come  on,  diuresis 
may  be  established  in  the  usual  way  by  suitable  drugs,  given 
by  the  mouth,  but  in  the  actual  fits  the  patient  as  a  rule  cannot 
swallow,  and,  even  if  we  introduce  drugs  into  the  stomach,  they 
will  probably  not  be  absorbed,  and,  even  if  absorption  were 
normal,  there  is  not  time  to  wait.  It  is  with  the  idea  of  flush- 
ing the  kidneys  freely  that  I  have  been  giving  large  infusions 
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of  normal  saline  solution,  combined  with  a  diuretic.  I  first 
used  the  bicarbonate  of  potash  along  with  the  sodium  chloride. 
Potash  salts  when  introduced  directly  into  the  blood  are  said 
to  have  a  most  poisonous  effect  upon  the  heart,  but  w^hen  intro- 
duced into  the  cellular  tissue  no  poisonous  effect  seems  to  be 
caused.  I  have  used  as  much  as  3  pints  of  infusion,  with  30 
gr.  of  the  bicarbonate  of  potash  in  each,  without  the  least  indi- 
cation of  any  poisoning.  The  soda  salts  are  non-poisonous, 
and  I  have  therefore  substituted  -the  acetate  of  soda  in  drachm 
doses  to  the  pint,  as  its  diuretic  action  is  weaker.  I  am  quite 
convinced  that  the  infusion  causes  a  diuretic  action  ;  but  this 
is  difficult  to  prove.  The  infusion  also  acts  beneficially,  by 
diluting  the  poison,  and  stimulating  the  system,  just  as  the 
normal  saline  solution  does  when  given  in  cases  of  septicaemia. 
The  pulse  rapidly  improves. 

The  apparatus  for  giving  the  infusion  is  a  very  simple  one, 
viz.,  a  medium-sized  trocar  and  canula,  as  supplied  in  Potain's 
aspirator,  or  a  hollow  needle,  a  few  feet  of  small  tubing  and  a 
funnel.  Messrs.  Gardner,  of  Edinburgh,  have  fitted  up  a  very 
convenient  apparatus  in  a  metal  case  (fig.  9,  page  224). 
Messrs.  Burroughs,  Wellcome  &  Co.  have  made  up,  at  my 
request,  soloids  of  sodium  chloride  and  sodium  acetate — 1  dr. 
in  each.  Boiled  water  should  be  used  at  about  a  temperature  of 
104°  F.,  as  it  cools  slightly  in  passing  through  the  tube.  Before 
use  the  apparatus  should  be  sterilised  by  boiling. 

The  infusion  may  be  given  into  any  part  of  the  body  where 
there  is  loose  cellular  tissue,  but  under  the  breast,  preferably 
the  right,  is  the  most  convenient  situation  before  delivery. 
After  delivery,  the  lax  abdominal  wall  does  admirably.  The 
skin  should  be  well  cleansed  before  the  puncture  is  made.  If 
the  breast  is  selected,  the  trocar  and  canula  should  be  thrust 
well  under  the  breast,  and  not  into  the  mammary  tissue.  If  the 
solution  does  not  begin  to  run  at  once  when  the  trocar  is  with- 
drawn, the  end  of  the  canula  is  against  firm  tissue,  so  it  should 
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be  drawn  back  a  little  and  moved  about.  With  lax  tissues  a 
pint  can  be  introduced  in  about  five  minutes.  One  pint  can 
always  be  easily  put  under  a  breast,  but  two  or  even  three  may 
be  introduced.  A  large  tense  swelling  forms,  and  there  will  be 
considerable  pain  in  it,  but  absorption  quickly  relieves  the  ten- 
sion. It  will  be  all  absorbed  in  about  an  hour.  The  part 
usually  remains  painful  for  some  days.  If  the  infusion  is  given 
into  the  axilla,  the  pressure  upon  the  brachial  plexus  will  cause 
considerable  numbing  of  the  arm.  The  puncture  should  be 
covered  with  adhesive  plaster  or  collodion.  In  several  hundred 
infusions  I  have  only  once  seen  an  abscess  form,  and  in  that  case 
the  infusion  had  been  given  by  one  of  my  residents  in  a  fright- 
fully dirty  house  where  it  was  impossible  to  carry  out  aseptic 
methods.  A  large  abscess  formed  under  the  breast  and  had  to 
be  opened.  It  caused  very  little  disturbance  of  the  temperature, 
and  the  pain  was  not  acute.  The  odour  of  the  pus  suggested 
bacillus  coli  as  the  infecting  agent. 

The  urine  excreted  after  an  infusion  is  usually  heavily  loaded 
with  urates,  which  remain  suspended,  and  do  not  deposit  in  the 
usual  way,  even  if  kept  for  days.  The  large  amount  of  albumin 
may  account  for  the  suspension,  but  I  have  never  noticed  this 
in  the  urine  of  cases  treated  without  infusions.  If  the  patient 
does  not  improve  in  a  few  hours,  I  usually  repeat  the  infusion. 
As  soon  as  she  is  able  to  swallow,  she  should  be  given  as  large 
an  amount  of  imperial  drink  and  milk,  as  she  can  take.  When 
the  pulse  is  weak,  free  stimulation  must  be  resorted  to. 

If  the  patient  is  full  blooded  wnth  a  strong  bounding  pulse, 
the  old  treatment  of  bleeding  should  be  tried.  From  15  to 
20  oz.  of  blood  should  be  drawn  from  a  vein  in  the  arm. 
This  will  remove  a  certain  amount  of  the  poison,  and  the 
infused  fluid  will  quickly  make  up  the  loss  and  dilute  the 
remainder.  I  have  found  bleeding  to  act  exceedingly  well  in 
the  few  suitable  cases  which  have  come  under  my  care.  In 
all  cases  post-partum  haemorrhage  ought  to  be  encouraged,  but 
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it  rarely  occurs.  The  blood  lost  is  always  very  black.  In 
hospital  work  in  a  large  city  like  this  the  patients  are  not  often 
of  a  robust  constitution. 

For  controlling  the  fits  I  have  used  most  of  the  ordinary 
remedies  in  use,  viz.,  chloroform,  chloral  and  bromide,  morphia 
and  veratrum  viride.  Within  the  last  year  I  have  given  nothing 
for  the  fits  except  chloroform  and  occasionally  a  dose  of  chloral 
and  bromide  when  there  was  mucli  restlessness.  Morphia  I 
have  given  up  entirely,  after  using  it  freely  for  a  time.  I  am 
now  quite  convinced  that  it  lessens  the  excretion  of  urine,  and 
thus  tends  to  counteract  the  eti'ect  of  the  infusions.  In  a  case 
under  the  care  of  a  colleague  the  pupils  contracted  to  the  size 
of  a  pin's  point,  and  she  died  with  complete  suppression 
of  urine.  It  looked  exactly  like  a  death  from  morphia 
poisoning. 

Obstetric  Treatment. — Each  case  must,  of  course,  be  judged 
on  its  own  merits,  but,  broadly  speaking,  in  cases  of  convulsions 
before  labour  begins,  the  less  interference  with  the  uterus  the 
better.  In  a  case  occurring  early  in  pregnancy,  and  for  the 
second  time,  emptying  the  uterus  is  called  for  (see  No.  xix). 
In  several  of  my  cases  I  have  relieved  the  patient,  and  she  has 
had  a  perfectly  natural  laljour  some  days  or  weeks  later.  If 
the  fits  cannot  be  controlled,  the  uterus  should  be  emptied  by 
accouchement  force.  The  patient  should  be  put  deeply  under 
chloroform,  to  avoid  shock.  If  the  cervix  is  difficult  to  dilate  it 
should  be  freely  incised,  and,  if  necessary,  the  incisions  should 
be  stitched  after  delivery.  Any  bleeding  which  occurs  will  be 
beneficial.  Caesarian  section  has  been  advocated  and  practised 
in  such  cases,  but  the  death  rate  has  been  exceedingly  high. 
In  case  xiv.  I  performed  this  operation  and  removed  the  uterus, 
but  this  was  done  on  account  of  a  contracted  pelvis,  and  not 
because  of  the  convulsions.  When  one  can  deliver  so  quickly 
by  incising  the  cervix,  I  see  no  need  for  doing  Caesarian  section. 
In  cases  where  the  os  is  fully  dilated  or  quite  dilatable,  the 
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patient  should  be  delivered  at  once.  Post-partum  haemorrhage 
should  always  be  encouraged.  I  have  only  twice  seen  it  occur 
to  an  alarming  extent,  and  one  of  these  cases  was  a  twin  preg- 
nancy. The  patient  bled  until  she  was  almost  pulseless,  but 
she  never  had  another  fit  and  made  an  excellent  recovery  (see 
case  iv.). 

Case  I.  —  E.  M.,  i.-para,  aet.  seventeen,  admitted  31st 
August,  1897,  9.15  p.m.,  delivered  at  10.30.  Child,  female, 
alive,  weighed  6  lb. 

The  patient  was  first  seen  at  home  by  a  nurse.  A  fit  came 
on  before  the  nurse  had  time  to  examine  her. 

Previous  history :  In  infancy  she  had  had  scarlet  fever 
followed  by  dropsy,  and  when  five  years  old  she  was  said  to 
have  had  dropsy  again.  For  the  last  three  or  four  weeks 
swelling  of  the  legs  had  been  noticed. 

When  the  out-door  surgeon  saw  her  she  was  having  a  fit. 
He  gave  her  CHCly  and  had  her  removed  at  once.  The  os 
was  nearly  fully  dilated.  Half  an  hour  '  iter  the  head  was 
almost  on  the  perineum.  She  was  given  CHCI3,  and  delivery 
effected  by  forceps.  Post-partum  lileeding  was  encouraged, 
but  very  little  came,  and  what  did  was  very  dark  in  colour. 
An  enema  of  60  gr.  bromide  and  30  of  chloral  was  given.  She 
had  a  seizure  two  hours  later,  and  she  became  very  restless  ; 
2  dr.  bromidia  were  given  by  the  rectum.  She  became  quieter, 
and  dozed  during  the  night.  The  bowels  were  freely  moved. 
There  was  very  little  urine  passed ;  specific  gravity,  1026  ; 
considerable  albumin. 

1st  September. — She  looked  very  dull  and  could  hardly  be 
got  to  take  any  nourishment.  She  had  three  slight  and  one 
severe  fit  during  the  afternoon.  For  the  latter  she  was  given 
CHCI3.  At  noon,  2  dr.  bromidia  were  given  by  the  rectum, 
and  the  same  later  in  the  afternoon.  Towards  evening  a  good 
deal  of  throat  rattle  was  observed.  She  passed  a  fairly  quiet 
night,  but  would  not  drink  much,  and  the  urine  was  very 
24 
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scanty.  Pulse  bad  all  along  been  about  120,  of  high  tension 
and  regular. 

2nd  September. — She  was  very  drowsy  ;  pulse  now  about 
130,  irregular  and  intermitting.  The  albumin  was  less,  but 
there  was  very  little  urine  being  passed.  She  would  drink 
scarcely  anything. 

In  the  evening  she  was  very  drowsy  and  could  scarcely  be 
roused.  The  skin  was  very  dry,  and  the  pulse  was  markedly 
intermittent.  At  9.30  p.m.,  20  min.  tinct.  verat.  virid.  were 
given  hypodermically,  20  oz.  saline  solution  (30  gr.  pot.  bicarb, 
and  60  gr.  sod.  chloridi)  injected  into  the  areolar  tissue  of  the 
left  axilla,  and  the  patient  put  into  a  hot  wet  pack.  Before 
half  the  saline  solution  was  injected  she  became  perfectly 
conscious,  and  drank  freely  of  imperial  drink  and  milk.  In 
an  hour  and  a  half  the  pulse  rate  had  fallen  thirty  beats,  and 
in  another  hour  ten  more,  and  was  quite  soft  and  steady.  She 
passed  a  fairly  good  night  and  drank  freely. 

3rd  September. — She  was  much  better.  Had  drunk  in  all 
100  oz.  of  milk  and  imperial  drink.  The  urine  had  increased 
markedly,  but  it  could  not  be  measured,  as  some  was  lost  with 
the  motions.     Pulse  96,  regular,  high  tension. 

4th  September. — In  last  twenty-four  hours  96  oz.  of  ui-ine 
were  measured,  besides  what  was  passed  with  two  free  motions. 
Next  day  100  oz.  of  urine  were  collected ;  albumin  still 
present. 

On  the  7th  she  developed  a  dry  pleurisy  in  the  right  side, 
above  the  liver.  The  friction  disappeared  in  four  days.  By 
the  18th  she  was  very  well,  but  anaemic  looking. 

Case  II. — Mrs.  B.,  i.-para,  aet.  twenty-eight,  seven  months 
pregnant.  When  admitted  at  5  p.m.  she  was  in  a  drowsy 
condition,  alternating  with  frequent  periods  of  extreme  rest- 
lessness. She  had  been  having  fits  hourly  since  the  morning. 
She  had  three  shortly  after  admission.  Her  pulse  was  of  high 
tension,  130  to  140.      Fifteen  min.  tr.  veratrum  viridis  were 
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injected  bypodermically,  and  within  half  an  hour  the  pulse 
rate  fell  to  110.  For  three  hours  it  remained  slower  than  this. 
The  OS  was  only  slightly  dilated.  Four  hours  later  the  os 
was  in  nearly  the  same  condition.  Under  CHCl.j  dilatation 
was  effected  by  means  of  Hegar's  dilators  and  the  fingers,  and 
the  child  was  delivered  with  forceps.  It  was  still-born.  A 
pint  of  saline  (pot.  bicarb,  and  sod.  chloridi)  was  injected  into 
the  right  axilla  immediately  after  delivery.  The  pulse  was 
now  130,  but  of  low  tension.  The  urine  became  sohd  on 
boiling. 

She  remained  semicomatose  for  forty  hours  after  dehvery. 
During  all  this  time  there  was  constant  spasmodic  movements 
of  the  right  leg  and  of  both  eyeballs.  She  was  freely  stimu- 
lated wdth  brandy  every  hour,  and  given  a  diuretic  and  milk. 
In  the  first  and  second  twelve  hours  only  14  oz.  and  15  oz.  of 
urine  were  collected.  Early  on  the  morning  of  the  second  day 
she  became  collapsed.  Hypodermics  of  strychnine  and  ether 
were  given,  and  hot  fomentations  applied  over  the  heart.  At 
this  time  her  pulse  was  144,  and  very  feeble.  During  the 
third  twelve  hours,  17  oz.  of  urine  were  collected.  I  again 
injected  a  pint  of  saline  into  the  left  axilla,  with  the  result 
that  during  the  next  twelve  hours  she  excreted  69  oz.  of  urine. 
During  each  consecutive  twelve  hours  115  oz.,  63  oz.,  60  oz., 
54  oz.,  70  oz,,  and  60  oz,  were  collected.  Over  and  above 
these  amounts,  a  good  deal  was  lost  with  the  motions.  The 
albumin  quickly  lessened  in  amount.  The  first  three  speci- 
mens of  urine,  drawn  otf  after  injection,  were  quite  milky  in 
appearance,  from  urates,  which  remained  suspended,  and  did  not 
deposit  as  urates  usually  do,  although  we  kept  the  specimens 
for  several  days.  This  may  have  been  due  to  the  large  amount 
of  albumin  present.  In  all  the  other  cases  the  urine  was  in 
the  same  condition,  but  I  do  not  remember  ever  noticing  it  in 
cases  which  were  not  injected. 

She  made  a  slow  recovery. 
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Case  III. — Mrs.  D.,  i.-para,  a&t.  twenty-two,  six  months 
pregnant.  She  had  had  headaches  daily  for  about  six  weeks. 
Her  urine  had  been  high  coloured  for  two  months,  and  scanty 
for  the  last  month.  During  the  night  of  13th  May  her  head- 
ache had  become  very  severe,  and  vomiting  had  come  on. 
About  midday  on  the  14th  she  had  a  fit,  and  a  second  one 
about  2  P.M.  She  was  brought  to  the  hospital  about  9  p.m. 
There  was  very  little  oedema  of  the  legs.  There  were  no 
uterine  contractions,  but  the  os  admitted  one  finger.  The 
foetal  heart  was  audible.  The  urine  became  almost  solid  on 
boiling.  An  enema  was  given,  and  just  as  it  began  to  act  she 
was  seized  with  a  very  violent  convulsion.  After  it  passed  off 
she  was  drowsy,  but  not  unconscious.  Her  pulse  was  130, 
and  of  very  high  tension.  I  at  once  gave  her  a  hypodermic 
of  tr.  veratrum  viridis  (15  min.),  and  injected  a  pint  of  saline 
(pot.  bicarb,  and  sod.  chloridi)  into  the  right  axilla.  The 
pulse  rate  fell  15  beats  in  half  an  hour,  and  came  down  to 
90  in  a  few  hours.  The  bowels  were  thoroughly  cleared  with 
croton  oil.  She  passed  a  fairly  comfortable  night,  except  for 
headache.  She  was  given  some  brandy,  and  put  on  a  diuretic 
mixture  and  milk.  Twelve  ounces  of  urine  were  collected  in 
the  first  twelve  hours,  but  a  great  deal  was  lost  with  the 
motions.  It  was  thick  and  milky,  and  did  not  deposit  the 
urates.  There  were  some  hyaline  and  granular  casts,  but  no 
blood  in  it.     The  albumin  had  not  diminished  much. 

Next  day  she  was  feeling  comfortable,  and  passed  over  60 
oz.  urine.  During  the  next  two  days  she  passed  130  oz.  and 
210  oz.  The  albumin  was  lessening.  She  kept  well,  and 
passed  large  quantities  of  urine,  until  the  21st,  a  week  from 
the  first  seizure,  when  labour  came  on  and  a  dead  child  was 
born  naturally.  It  had  been  alive  until  the  labour  came 
on.  She  had  three  doses  of  chloral  to  relax  the  cervix, 
and  CHCly  was  administered  towards  the  end  of  the  second 
stage. . 
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During  the  puerperium  the  diuresis  continued  and  the  albu- 
min disappeared.      She  made  a  normal  recovery. 

Case  IV. — Single,  i.-para,  aet.  twenty-three  ;  full  time  ;  twins. 
Her  previous  health  had  always  been  good.      Six  weeks  ago 
her  feet  and  ankles  had  become  swollen,  and  her  face  puffy  in 
the  mornings.     Her  father  was  a  twin. 

Her  pains  began  on  the  16th  and  she  was  seen  by  two 
students,  who  found  the  os  slightly  dilated.  They  gave  her 
an  enema,  which  cleared  the  bowels  thoroughly.  On  the 
morning  of  the  18th  two  nurses  saw  her  about  9  a.m.,  and 
found  a  child  had  been  born  before  their  arrival.  Her  friends 
stated  that  she  had  had  a  fit  just  as  the  child  was  coming  into 
the  world.  The  abdomen  was  still  very  large,  and  a  second 
child  was  diagnosed.  When  the  resident  arrived  he  found  her 
in  a  fit,  so  he  gave  her  CHCI3,  and  had  her  removed  at  once. 
On  admission  at  11  a.m.  a  hypodermic  of  morphia  (4  gr.) 
was  given  and  the  second  child  delivered  by  forceps.  The 
child,  a  male  like  the  first,  was  alive.  They  weighed  6  lb.  and 
6|  lb.  respectively.  A  large  double  placenta,  partially  attached, 
but  with  distinct  sacs,  was  expelled,  along  with  considerable 
clot,  in  about  ten  minutes.  It  weighed  2A  lb.  A  very  severe 
post-partum  haemorrhage  came  on.  An  intra-uterine  douche 
of  sterilised  water  (116°)  was  given,  and  ergotin  hypoder- 
mically.  The  pulse  became  almost  imperceptible.  Twenty 
minims  of  ether  and  ^V  gi'-  of  strychnine  were  given  hypoder- 
mically,  and  over  2  pints  of  saline  solution  were  run  into  the 
rectum  and  1|  pints  into  the  right  inframammary  region.  The 
pulse  improved,  but  was  still  very  rapid  and  weak  (175).  A 
second  hypodermic  of  ether  was  given,  and  2  oz.  of  brandy  by 
the  rectum.  The  foot  of  the  bed  was  raised.  She  was  given 
2  dr.  of  brandy,  by  the  mouth,  every  hour,  and  as  much  milk 
and  soda  as  she  could  drink.  The  pulse  gradually  improved. 
Pour  and  a  half  ounces  of  urine  were  drawn  off  in  the  evening. 
It  contained  blood,  and  was  heavily  loaded  with  albumin. 
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The  following  amounts  of  urine  were  measured  during  the 
next  four  days,  besides  what  was  lost  with  the  motions,  viz., 
109^  oz.,  149*  oz.,  92  oz.,  and  83  oz.  Her  pulse  remained 
about  120  for  a  considerable  time. 

She  made  a  fairly  good  recovery. 

In  my  clinical  remarks  during  the  delivery,  I  said,  I  hoped  she 
would  bleed,  but  I  did  not  count  on  having  to  cope  with  such 
an  alarming  haemorrhage.  In  my  experience  of  eclampsias  I 
have  only  seen  one  other  case  of  post-partum  haemorrhage, 
although  many  of  them  have  been  under  CHCI3  for  a  long  time, 
and  the  uterus  has  purposely  been  left  to  relax,  if  it  would.  In 
this  case  the  twin  pregnancy  was  the  cause. 

Ca.se  V. — Mrs.  K.,  iv.-para,  aet.  thirty,  eight  months  preg- 
nant. 

Her  former  pregnancies  and  labours  had  been  normal. 
During  the  present  pregnancy  she  was  quite  well  until  a  month 
ago,  when  she  had  an  attack  of  influenza,  which  confined  her 
to  bed  for  two  or  three  days.  On  Monday,  the  27th  February, 
she  began  to  suffer  from  headache,  and  on  the  following  day 
swelling  of  the  feet,  hands  and  face  came  on,  and  this  had  since 
gone  on  increasing.  On  March  3rd,  at  6.30  a.m.,  she  was 
seized  with  convulsions.  The  fit  lasted  two  or  three  minutes. 
She  had  a  second  fit  half  an  hour  later.  She  was  seen  by  her 
doctor,  who  gave  her  h  gr.  of  morphia  hypodermically,  and 
drew  6  oz.  of  blood  from  the  left  arm.  Up  to  the  time  of 
admission,  at  11  a.m.,  she  had  no  more  fits.  She  was  lying  in 
a  lethargic  condition  with  contracted  pupils.  She  could  be 
roused  with  a  httle  difficulty.  She  was  a  stout,  plethoric 
woman  with  a  ruddy  complexion.  There  was  well-marked 
oedema  of  her  legs,  arms,  face,  and  trunk.  The  puffiness  under 
the  eyes  was  very  marked,  and  the  right  eyeball  was  very 
prominent.  We  supposed  this  might  be  due  to  oedema  of  the 
cellular  tissue  of  the  orbit,  but,  as  the  protrasion  did  not  lessen 
afterwards,  there  must  have  been  some  other  cause.    She  after- 


COMPLEX  OR  COMPLICATED  LABOURS.  375 

wards  stated  that  it  had  always  been  so.  The  ophthalmoscope 
revealed  nothing  abnormal  in  the  eyes  except  oedema  of  the 
retinae.  Eight  ounces  of  urine  were  drawn  oif.  It  was  loaded 
with  albumin.  The  uterine  fundus  reached  half-way  between 
the  umbilicus  and  the  xiphisternum.  There  were  no  contrac- 
tions going  on.  The  os  admitted  one  finger.  The  foetal  heart 
sounds  were  distinctly  heard  to  the  right  and  below  the 
umbilicus.  Twenty-four  ounces  of  saline  solution  (pot.  bicarb, 
and  sod.  chloridi)  were  injected  into  the  right  axilla.  It  took 
exactly  four  minutes  to  run  it  in.  A  dose  of  calomel  and  jalap 
was  given,  and  imperial  drink  and  milk  ordered,  but  she  could 
not  be  got  to  take  much.  At  6.30  p.m.,  when  the  catheter  was 
being  passed,  she  had  a  fit,  which  lasted  about  one  minute. 
She  was  given  a  dose  of  chloral  and  bromide  by  the  rectum. 
Only  4J  oz.  of  urine  were  obtained.  It  was  thick  and  muddy, 
and  the  urates  did  not  deposit  on  standing. 

About  9.30  P.M.  an  enema  was  given  as  the  bowels  had  not 
acted.  Thirty  ounces  of  saline  fluid  were  then  injected  into  the 
left  axillary  tissues,  and  the  patient  was  put  into  a  hot  pack  for 
half  an  hour.  At  11.30  p.m.  30  gr.  of  jalap  were  given  and  1 
dr.  of  bromidia.  She  slept  fairly  well,  and  drank  in  all  18  oz. 
of  milk  and  imperial  drink,  but  she  only  passed  5|  oz.  of  urine. 
She  had  perspired  pretty  freely  after  the  hot  pack. 

In  the  morning  she  was  fairly  comfortable.  The  os  w^as 
found  to  be  dilating,  but  she  felt  no  pains.  About  7  p.m.  she 
was  delivered  of  a  live  female  child,  3i  lb.  in  weight.  Her 
labour  was  practically  painless,  and  she  had  no  threatenings 
of  convulsions.  Her  puerperium  was  normal.  The  tem- 
perature never  rose  above  98"4".  She  went  home  on  the  tenth 
day. 

The  following  is  Dr.  Carstairs  Douglas's  report  on  the 
urine  : — 

''Urine:  (1)  Before  Saline  Injection. — Deep  sherry  colour ; 
acid  ;    sp.   gr.   1020  ;  albumin  abundant  ;   creatinine  plentiful ; 
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sugar  (?).  It  reduces  Fehling's  solution,  but  this  is  possibly 
due  to  the  urates  and  creatinine.  No  bile  ;  no  acetone  ;  indi- 
gogens  normal ;  urea  1  per  cent.,  low  ;  uric  acid  0087  per  cent, 
(higher  than  average  of  health). 

"  (2)  After  Saline  Injection. — Urine  thick,  muddy,  brown,  due 
to  copious  deposit  of  urates,  very  abundant ;  sp.  gr.  1032 ; 
acid  ;  albumin  plentiful ;  a  few  tube  casts  and  red  blood  cells  ; 
no  acetone  ;  urea  1'4  per  cent,  (rather  low)  ;  uric  acid  0'15  per 
cent,  (very  high,  nearly  double  that  before  the  saline  injection). 
There  has  apparently  been  a  great  washing  out  of  uric  acid  by 
the  saline. 

"  (3)  One  Day  after  Delivery. — Urine  clear,  amber,  and  more 
limpid,  mere  trace  of  albumin  ;  urea  1"7  per  cent,  (nearly 
normal)  ;  uric  acid  0*028  (distinctly  lower  than  normal)." 

It  will  thus  be  seen  that  there  was  a  great  increase  in  urea, 
and  markedly  so  in  uric  acid  immediately  after  the  injection. 
The  diuretic  effect  was  not  nearly  so  marked  in  this  case  as  in 
the  others,  and  this  I  believe  was  due  to  the  morphia. 

Case  VI. — A.  W.,  single,  i.-para,  aet.  nineteen,  seven  months 
pregnant.  This  patient  was  sent  into  the  hospital  with  the 
history  of  having  had  fourteen  fits.  She  was  in  a  semi- 
comatose condition,  and  could  not  be  roused  to  speak.  There 
was  shght  oedema  of  the  feet.  Her  pulse  was  130  and  thready. 
The  OS  was  beginning  to  dilate.  The  urine  was  loaded  with 
albumin. 

At  2  A.JM.  30  oz.  saline  were  injected  into  the  right  infra- 
mammary  region,  and  a  large  dose  of  calomel  and  jalap  given. 
She  was  put  into  a  hot  pack,  but  did  not  sweat  at  all.  In  two 
hoTirs'  time  the  os  was  dilated,  and  I  delivered  with  Milne- 
Murray's  forceps.  The  foetus  was  commencing  to  macerate. 
After  delivery  24  oz.  moi'e  saline  were  injected  into  the  left 
axillary  tissues. 

She  remained  semicomatose  for  nearly  two  days.  She 
could  be  roused  and  got  to  drink,  but  would  not  answer  when 
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spokeu  to.  When  she  became  conscious  she  said  she  had  no 
recollection  of  anything  since  two  days  before  the  seizure.  In 
the  first  twenty-four  hours  she  passed  30  oz.  urine  and  five 
motions,  in  the  second  90  oz.  and  two  motions,  in  the  third 
145  oz.  and  one  motion,  in  the  fifth  83  oz. 

Her  recovery  was  uneventful.  She  had  no  tits  after  ad- 
mission. The  urine  was  free  from  albumin  when  she  was 
dismissed  on  the  tenth  day. 

The  urine  was  examined  by  Dr.  Carstairs  Douglas  and  the 
following  is  his  report  :  "  (1)  Urine  before  injection  :  Opaque, 
light  yellow,  highly  turbid  from  urates  ;  albumin  abundant. 
Urea  not  estimated  owing  to  smallness.  Uric  acid  O'lOl  per 
cent,  (note  uric  acid  is  distinctly  above  average).  (2)  Urine 
shortly  after  injection  :  Opaque,  light  yellow  fluid,  loaded  with 
urates  and  albumin.  Moderately  acid.  Xo  blood,  bile  or 
acetone.  Turns  Fehling's  solution  reddish  purple,  but  does  not 
reduce  it.  Urea,  1'6  per  cent,  (rather  low,  especially  as  urine 
was  probably  concentrated).  Uric  acid  0"112  per  cent,  (dis- 
tinctly above  average  ;  increased  since  injection).  (3)  Urine 
twenty-four  hours  later :  Almost  clear,  amber,  acid  ;  trace  of 
albumin.  No  effect  on  Fehling's  solution.  Urea  2'4  per 
cent,  (distinct  rise).  Uric  acid  0"0217  per  cent,  (marked  fall 
below  the  average;." 

Case  VII. — Mrs.  B.,  ii.-para,  aet.  twenty-seven,  seven  months 
pregnant.  She  w^as  admitted  in  a  semicomatose  condition. 
She  had  had  eight  fits.  For  a  fortnight  the  feet  and  legs  had 
been  swollen  and  she  had  vomited  a  great  deal.  A  doctor  had 
seen  her  and  prescribed  for  her.  There  was  marked  oedema 
of  the  whole  body,  the  conjunctivae  being  also  oedematous. 
,  There  was  great  cedema  of  the  lungs.  She  had  the  most 
\  oedema  of  any  eclamptic  patient  I  have  ever  seen.  About  2 
oz.  of  very  bloody  urine  were  drawn  off.  It  became  solid  on 
boiHng.  Her  pulse  was  104  and  very  tense.  She  was  not  in 
labour. 
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We  drew  off  about  6  oz.  of  blood  from  the  median  basilic 
vein,  and  injected  40  oz.  of  saline  fluid  (pot.  bicarb,  and  sod. 
chloridi)  into  the  axillary  tissues.  She  was  then  put  into  a 
hot  pack  and  a  dose  of  calomel  and  jalap  was  given.  In  less 
than  an  hour  she  had  a  fit.  We  then  gave  her  i  gr.  morphia 
hypodermically.  In  three  hours  she  had  a  second  fit,  followed 
by  another  in  twenty  minutes.  A  |  gr.  morphia  was  now 
given.  Her  pulse  was  118  and  weak.  There  was  no  recur- 
rence of  the  fits,  but  she  vomited  a  great  deal  of  a  dark  fluid, 
evidently  partly  digested  blood.  Nutrient  enemata  and  brandy 
were  given.     She  was  very  comatose. 

Twelve  hours  after  admission  the  os  was  beginning  to  dilate. 
I  therefore  dilated  forcibly,  sufficiently  to  get  forceps  on,  and 
as  the  child  was  dead,  we  perforated  the  head  to  lessen  it. 
The  cervix  was  somewhat  torn,  but  there  was  no  haemorrhage. 
What  little  blood  came  was  very  dark  in  colour,  as  it  usually  is 
in  eclampsia.  Thnty  ounces  of  saline  were  run  into  the  tissues 
of  the  abdominal  wall.  Only  2  or  3  oz.  of  urine  were  excreted 
in  the  twelve  hom-s,  and  it  was  very  bloody.  In  the  evening, 
eight  hours  later,  she  was  still  deeply  comatose,  and  as  her 
pulse  was  much  weaker,  digitalin  and  strychnine  were  given 
h\-podermically  every  alternate  two  hours.  All  attempts  at 
moving  the  bowels  by  calomel  and  jalap  and  enemata  failed, 
with  an  exception  of  one  very  slight  motion.  Hot  poultices 
were  applied  over  the  kidneys. 

Twenty-fom-  hom-s  after  delivery  she  was  still  deeply  coma- 
tose ;  her  pulse  was  140  ;  breathing  very  bad.  The  oedema 
had  lessened  very  much,  but  the  kidneys  were  not  acting.  I 
again  injected  Oi.  saline  into  the  abdominal  waU,  and  the  resi- 
dent opened  a  vein,  to  see  if  it  would  relieve  her,  but  as  it  had 
no  effect  we  only  drew  4  oz.  of  blood.  We  kept  on  stimulating 
her,  but  she  died,  deeply  comatose,  six  hours  later,  forty-four 
hom-s  after  admission. 

This  was  an  exceptionally  bad  case,  and  we  had  practically  no 
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hope  of  her  from  the  first.  In  spite  of  all  our  efforts  we  could 
not  get  the  kidneys  to  act.  In  the  forty-four  hours  she  was  in 
the  hospital  they  only  excreted  Hi  oz.  The  conditions  found 
at  the  post-mortem  quite  accounted  for  her  death. 

The  post-mortem  examination  : — 

"  The  pericardium  contained  6  oz.  of  clear  fluid,  the  pleural 
cavities  were  also  full  of  fluid.  In  both  lungs  there  were  areas 
of  pneumonic  consolidation  scattered  throughout,  the  lower 
lobes  especially. 

"  The  liver  showed  nothing  abnormal  to  the  naked  eye. 
The  spleen  was  sUghtly  enlarged. 

"  The  stomach  presented  an  hour-glass  contraction,  and 
contained  about  8  oz.  of  dark  fluid,  apparently  partly  digested 
blood.  She  had  been  vomiting  this  fluid  all  the  time  she  was 
in  hospital.  The  fundus  of  the  stomach  was  intensely  hyper- 
aemic,  and  this  condition  extended  almost  to  the  pyloric  end. 
Numerous  small  ulcers  appeared  along  the  lesser  curvature  at 
the  pyloric  end,  and  a  few  larger  ones  near  the  oesophagus. 
Some  of  the  ulcers  had  a  flooring  of  dark  l)lood,  but  none  of 
them  had  red  margins. 

"  The  intestines  were  intensely  hypersemic  in  patches, 
especially  the  duodenum  and  upper  part.  There  was  also 
a  patch  of  the  same  kind  in  the  rectum.  There  were  no 
ulcers. 

"  The  kidneys  were  somewhat  hyperaemic,  but  showed  no 
marked  disease. 

"  There  was  nothing  abnormal  in  the  brain. 

"  The  cervix  uteri  was  torn  bilaterally. 

"  The  condition  of  the  stomach  and  intestines  looked  exactly 
as  if  an  irritant  poison  had  been  administered." 

Case  VIll. — Mrs.  H.,  i.-para,  aet.  twenty-seven,  seven  and 
a  half  months  pregnant.  Admitted  11th  May.  Patient  had 
had  two  fits  before  admission.  She  was  conscious  and 
gave   the   following   history :    Three   weeks  ago   she   had   had 
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severe  headache  and  vomiting.  Eight  days  ago  swelHng  of  the 
legs  and  feet  had  begun.  All  last  week  she  had  had  a  severe 
sore  throat.  She  had  not  noticed  any  rash.  There  was  evi- 
dence of  desquamation  on  the  forehead,  hands  and  feet,  and 
we  subsequently  learned  that  two  cases  of  scarlet  fever  had 
been  removed  from  the  stair  she  lives  in  a  few  days  before. 
She  had  had  the  fever  during  childhood. 

On  admission  she  was  somewhat  dazed,  with  dilated  pupils. 
There  was  oedema  of  legs  and  feet.  She  still  complained  of 
the  throat  being  sore.  It  w^as  red  and  injected,  and  the  tongue 
thickly  coated,  with  red  papillae  showing  through  the  coating. 
She  was  not  in  labour.  The  foetal  heart  sounds  were  distinct. 
An  ounce  and  a  half  of  bloody  urine  were  withdrawn,  and  on 
l)oiling  it  became  solid. 

The  treatment  consisted  of  20  oz.  saUne  injected  into  the 
right  mammary  region,  a  dose  of  calomel  and  jalap  and  an 
enema  which  cleared  the  bowels.  Milk  and  soda  and  imperial 
drink  were  given  freely.  During  the  first  twenty-four  hom's 
she  had  eight  motions,  and  the  amount  of  urine  could  not  be 
estimated.  She  was  sweating  freely.  The  albumin  was  much 
less.  Next  day  she  passed  46  oz.,  and  the  next  73  oz.,  and 
the  next  126  oz.  and  two  motions.  There  was  merely  a  trace 
of  albumin. 

On  16th  May  the  patient  was  removed  to  a  private  house, 
as  we  had  no  means  of  isolating  her. 

24th  May.  —  She  has  kept  very  well  since  leaving  the 
hospital.  The  bowels  have  been  kept  free  with  a  dose  of 
salts  each  morning.  Her  food  has  consisted  of  milk  diet. 
The  urine  has  not  been  measured,  but  she  has  been  passing 
plenty  of  it.  On  testing  it  to-day,  I  found  there  was  a  con- 
siderable trace  of  albumin,  so  I  put  her  on  a  diuretic  of  acetate 
and  citrate  of  potash. 

;  '  29th  May.— Pains  began  on  the  afternoon  of  the  28th,  and 
labour  went  on  slowly.     At  11  a.m.  on  the  29th,  I  found  the 
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OS  about  the  size  of  a  florin.  The  bowels  were  thoroughly 
cleared  by  in  enema,  and  10  gr.  chloral  and  20  of  bromide 
given  every  two  hours.  Several  doses  of  this  were  given 
after  delivery.  At  4  p.m.,  as  she  was  beginning  to  complain 
of  headache,  I  gave  her  CHCI3,  dilated,  and  delivered  with 
forceps  a  live  female  child  which  weighed  3;;  lb.  There  was 
no  post-partum  haemorrhage,  but  the  discharge  was  free.  There 
was  only  about  an  .ounce  of  urine  in  the  bladder.  It  had  a 
considerable  amount  of  albumin  in  it. 

During  the  first  eighteen  hours  after  delivery  only  12  oz.  of 
urine  were  excreted,  although  she  had  been  taking  large  doses 
of  citrate  and  acetate  of  potash,  by  the  mouth,  until  delivery. 
She  was  put  on  the  diuretic  again,  and  the  urine  soon  increased 
in  amount.  She  made  an  uninterrupted  recovery,  and  her 
child  is  thriving. 

Case  IX. — Mrs.  McG.,  primipara,  aet.  twenty-three,  six 
months  pregnant.  Her  legs,  feet  and  face  had  been  swollen 
for  three  weeks.  She  had  been  having  fits  every  quarter  of  an 
hour  for  four  hours  before  admission,  and  was  quite  unconscious. 
She  had  three  fits  after  admission,  and  was  so  restless  that  we 
had  repeatedly  to  chloroform  her  to  keep  her  in  bed.  Chloral 
was  used  hypodermically,  10  gr.  every  hour  for  five  hours.  A 
pint  and  a  half  of  bicarbonate  of  potash  solution  was  used  first, 
and  six  hours  later  two  pints,  with  acetate  of  soda  in  place  of 
the  bicarbonate  of  potash.  Labour  had  not  come  on,  so  I  de- 
livered by  incising  the  cervix.  There  was  very  little  bleeding. 
We  had  great  difficulty  in  getting  the  bowels  cleared.  Five 
minims  of  croton  oil  had  no  effect,  although  followed  by  a  large 
enema  and  5  gr.  of  calomel.  They  were  ultimately  cleared  by 
a  very  large  dose  of  salts. 

The  urine  was  heavily  loaded  with  albumin,  and  contained 
numerous  tube  casts,  but  no  blood.  She  became  conscious 
about  twelve  hours  after  delivery,  but  twelve  hours  later  oedema 
glottidis  set  in,  and  her  breathing  i)ecame  so  embarrassed  that 
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tracheotomy  seemed  necessary,  but  fortunately  steaming  relieved 
her.  This  is  the  second  case  in  which  I  have  seen  this  compli- 
cation. Nearly  two  years  ago  I  lost  a  patient  from  it.  Its 
onset  was  so  sudden  that,  although  the  resident  opened  the 
trachea  as  soon  as  he  reached  the  patient,  it  was  too  late. 

The  kidneys  acted  after  the  injection,  but  the  diuresis  was 
not  so  marked  as  in  some  of  the  other  cases.  The  albumin 
rapidly  disappeared,  and  she  made  an  uninterrupted  recovery 
after  the  oedema  glottidis  subsided. 

Acetate  of  soda  was  used  in  the  second  injection.  I  in- 
tended using  it  alone,  but  unfortunately  had  none  at  hand  at 
iirst. 

Case  X. — Mrs.  T.,  aet.  twenty-three,  i.-para,  admitted  ith 
September  at  11  p.m.  This  patient  was  unconscious.  She  had 
been  having  frequent  fits  since  the  morning.  Swelling  of  her 
face  and  limbs  had  been  noticed  for  two  days.  She  was  stout 
and  well  nourished.  Her  face  was  much  swollen  and  livid  ; 
her  pupils  dilated,  but  reacting  to  light ;  her  pulse  rapid  and 
tense,  and  her  breathing  slightly  stertorous.  The  uterus  was 
in  a  state  of  tonic  contraction  ;  the  cervix  thinned,  and  the  os 
admitted  one  finger.  The  urine  was  highly  albuminous,  show- 
ing over  three-quarters  on  boiling. 

Treatment. — Hot  pack;  saline  injection  of  fully  2  pints  (sodium 
chloride  and  acetate  h  dr.  of  each  to  the  pint)  ;  10  gr.  chloral 
hydrate  hypodermically,  repeated  twice  during  the  next  four 
hours  ;  large  doses  of  Epsom  salts  by  the  mouth  and  imperial 
drink.     The  bowels  moved  freely  during  the  night. 

5th  September. — Twelve  hours  after  admission  she  had  a 
general  convulsion.  Under  CHClg  I  easily  dilated  the  cervix 
and  delivered  by  forceps.  The  child  was  slightly  macerated. 
The  saline  injection  was  repeated  (2  pints).  She  was  passing 
urine  unconsciously,  and  the  bowels  were  moving  frequently. 

6th  September.— Twitching  of  the  face  was  followed  by  a 
general  convulsion  at  3  a.m.     The  stupor  had  now  deepened 
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and  the  pupils  would  not  react.  The  pulse  was  still  very  tense. 
A  hot  pack  was  applied  every  four  hours.  About  10  p.m.  the 
coma  w^as  so  profound  I  determined  to  bleed  her,  and  we  with- 
drew fully  20  oz.  from  the  right  median  basilic  vein,  and  ran 
into  the  vein  20  oz.  of  normal  saline  solution.  Before  the 
operation  was  completed,  the  reflexes  had  returned,  and  the 
pupUs  reacted  to  light.  The  albumin  in  the  urine  was  reduced 
to  one-fourth. 

7th  September. — Unconscious,  but  not  deeply  comatose ; 
pupils  reacting  ;  pulse  softer ;  urine  freely  passed  into  bed. 
Gave  her  calomel  and  jalap  and  a  saline  injection  of  one  pint 
(sodium  chloride  and  pot.  bicarb.  30  gr.  of  each).  Analysis 
of  lu'ine  by  Dr.  Carstairs  Douglas  :  "  100  c.cm.  light  amber- 
coloured,  clear  urine  :  sp.  gr.  1018  ;  sugar,  a  trace  ;  acetone 
absent ;  blood  absent ;  bile  absent ;  albumin  barely  1  in  1000  ; 
urea  i"6  per  cent.,  fair  amount  ;  uric  acid  0'071  per  cent,  up 
to  normal  ;  no  deposit  ". 

8th  September.  —  Slightly  conscious  ;  oedema  rapidly  dis- 
appearing. 

9th  September.- — -Increasing  signs  of  intelligence. 

10th  September. — About  2  a.m.  she  complained  of  pain  in 
the  abdomen,  and  was  slightly  sick.  The  pain  w^as  relieved  by 
fomentations,  but  the  sickness  i-ecurred  sHghtly.  Her  pulse 
became  rapid  and  small.  By  10.30  a.m.  the  abdomen  was  very 
much  distended  and  tense,  and  she  was  profoundly  collapsed. 
She  was  freely  stimulated,  but  died  ai:»out  fourteen  hours  from 
the  onset  of  the  pain. 

Twenty-four  hours  before  her  death  I  had  given  a  very 
hopeful  prognosis.  The  albumin  had  almost  disappeared,  and 
everything  pointed  to  her  speedy  recovery.  I  could  not  under- 
stand this  sudden  abdominal  complication.  She  had  absolutely 
no  indication  of  sepsis.  Her  temperature  had  never  been  raised. 
Fortunately  we  were  able  to  make  a  post-mortem  examination. 

The  abdomen  was  distended  with  a  bile-stained  fluid,  in  which 
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floated  masses  of  curdled  milk.  There  was  no  blood  in  the 
fluid.  We  found  a  perforated  duodenal  ulcer  large  enough  to 
admit  the  forefinger.  There  was  no  evidence  of  any  thicken- 
ing, or  any  attempt  at  adhesions  ;  it  was  as  clean  cut  as  if  it 
had  been  done  with  a  punch.  The  stomach  and  duodenum 
were  otherwise  quite  normal.  There  was  very  little  peritoneal 
injection.  The  heart,  lungs  and  kidneys  were  normal.  The 
uterus  was  normal,  and  well  involuted. 

The  ulcer  must  have  perforated  at  the  time  she  complained 
of  the  abdominal  pain.  We  had  nothing  to  indicate  what  had 
happened.  We  got  no  history  of  previous  pain  or  discomfort. 
It  is  a  wonder  that  the  strong  purgatives  administered  had  not 
caused  perforation  several  days  sooner. 

The  eclampsia  had  been  cured.  The  albumin  had  practically 
disappeared.  Although  the  patient  died,  I  think  the  case  can 
rightly  be  claimed  as  a  successful  one,  so  far  as  the  treatment  of 
the  eclamptic  condition  goes.  It  illustrates  how  important  it 
is  to  obtain  a  post-mortem  examination  in  all  fatal  puerperal 


Case  XI. — Mrs.  McL.,  aet.  twenty-nine,  vii.-para,  about  full 
time  ;  admitted  28th  September,  at  8.45  p.m. 

This  patient  has  had  symptoms  of  kidney  disease  for  two 
years.  She  had  dropsy  after  her  last  confinement.  She  had 
been  having  frequent  convulsions  since  morning,  and  was  un- 
conscious, but  not  deeply  comatose.  Her  face  was  swollen  ; 
pupils  dilated,  but  reacting ;  pulse  rapid,  full  and  tense.  There 
were  signs  of  cardiac  hypertrophy.  The  lungs  were  clear.  The 
small  amount  of  urine  obtained  by  catheter  was  very  dusky  and 
smoky,  and  became  almost  solid  on  boiling.  The  os  would 
admit  three  fingers,  and  the  cervix  was  soft. 

Treatment. — Epsom  salts  in  large  dose,  tr.  veratrum  viridis 
(10  min.)  hypodermically,  saline  injection  of  '2h  pints  (acetate 
and  chloride  of  sodium,  1  dr.  of  each  to  the  pint),  hot  pack, 
delivery  by  accouchement  force  by  bipolar  version. 
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As  the  child  was  ahve,  I  pushed  the  head  through,  by  supra- 
pubic pressure,  causing  a  deep  laceration  towards  the  left  side 
of  the  cervix.  The  bleeding  was  free,  and  we  allowed  it  to  go 
on  for  some  time.      It  was  easily  controlled  by  stitches. 

The  veratrum  viride  did  not  reduce  the  pulse  rate.  Diuresis 
began  within  two  hours,  and  the  bowels  moved  freely. 

29th  September. — The  patient  is  conscious,  but  drowsy, 
passing  urine  freely.  The  albumin  is  reduced  to  one  half. 
There  is  slight  haematuria.  Epithelial  and  granular  casts  are 
present. 

1st  October. — Is  quite  conscious.      Albumin  one  quarter. 

She  made  an  uninterrupted  recovery,  but  the  alliumin  per- 
sisted.    The  cervix  healed  throughout  by  first  intention. 

When  the  child  was  two  days  old  its  urine  contained  a 
considerable  amount  of  albumin,  and  it  was  loaded  with 
urates. 

Ca.se  XII. — Mrs.  M.,  aet.  thirty-eight,  ii.-para,  six  }nonths 
pregnant ;  admitted  25th  September,  12.30  p.m. 

It  is  sixteen  years  since  this  patient  had  a  child.  She  is  a 
second  wife,  and  curiously  enough  her  predecessor  had  died  of 
eclampsia.  Swelling  of  the  feet  had  been  noticed  for  the  last 
two  months.  The  convulsions  had  come  on  twelve  hours  before 
admission,  and  she  had  been  unconscious  from  the  first.  The 
fits  had  been  very  frequent  and  severe — nine  within  the  last 
three  hours. 

She  was  unconscious,  but  not  deeply  comatose.  The  pupils 
were  dilated  but  reacting,  the  pulse  rapid  and  tense.  There 
was  considerable  general  oedema.  She  had  a  convulsion  shortly 
after  admission,  while  being  washed.  The  os  admitted  two 
fingers.     There  was  no  urine  in  the  bladder. 

Treahnent.- — Epsom  salts  by  the  mouth,  10  miu.  tr.  verat. 

viridis  hypodermically,   saline  injection  2i  pints  (acetate  and 

chloride   of    sodium    1   dr.    of    each   to   the   pint),   hot  packs, 

'I crouch ement  force.     I  did  bipolar  version,  and,  as  the  foetus. 

2o 
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was  not  viable,  perforated  the  after-coining  head  through  the 
roof  of  the  mouth.  There  was  no  bleeding.  After  delivery 
the  pupils  were  unequal  in  size,  init  reacting  to  light.  Pulse 
was  much  softer  and  slower. 

Free  diuresis  set  in  within  a  few  hours.  The  urine  was 
passed  unconsciously.  A  catheter  specimen  became  almost 
solid  on  boiling.  By  evening  she  was  beginning  to  be  conscious. 
Physical  examination  of  the  lungs  showed  them  to  be  extremely 
oedematous,  especially  the  right  one. 

2bth  September. — Patient  conscious,  but  cerebration  slow. 
Pulse  rapid  and  tense,  breathing  hurried,  considerable  cough, 
urine  copious,  albumin  one-fourth. 

27th  September. — Pulse  still  rapid,  slight  dyspnoea,  fine 
rales  all  over  right  lung  and  lower  lobe  of  left,  urine  copious 
(albumin  one-eighth),  bowels  kept  open  by  salts,  patient  restless 
and  slightly  delirious  at  night. 

2Sth  September. — Flattening  of  percussion  note  all  over  left 
upper  lobe,  especially  at  back  of  chest. 

10th  October. — -The  pneumonia  has  now  subsided.  Her 
temperature  was  never  very  high.  It  is  now  normal.  There 
is  still  some  albumin  in  the  urine. 

Case  XIII. — Mrs.  E.,  i.-para,  set.  twenty-eight  ;  full  time  ; 
admitted  14th  October,  at  7  a.m.  This  patient  was  brought  to 
hospital  by  a  doctor,  who  had  failed  to  deliver  her  with  forceps, 
after  repeated  efforts.  She  had  been  subject  to  swelling  of 
the  feet  and  legs  during  the  whole  pregnancy.  No  history  of 
headache  or  convulsions. 

On  admission,  pulse  fairly  good ;  face  puffy ;  legs  and 
abdominal  wall  very  oedematous.  The  woman  was  quite 
conscious,  but  drowsy  and  heavy.  The  true  conjugate  we 
estimated  at  not  more  than  2i  in.  xAbout  9  a.m.,  immediately 
after  a  vaginal  examination,  she  took  a  severe  general  con- 
vulsion. Chloroform  was  given  at  once,  and  craniotomy 
performed.     The  operation  was  a  difficult  one,  as  we  had  to 
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perforate  the  chest  and  remove  the  lungs,  before  the  body 
could  be  delivered.  There  was  no  post-partum  haemorrhage 
of  any  amount,  and  what  blood  came  was  very  dark  in  colour. 
During  the  operation  the  pulse  was  very  feeble  and  could 
scarcely  be  counted. 

Three  pints  of  saline  solution  (sodium  acetate  and  chloride, 
1  dr.  of  each  to  the  pint)  were  injected  under  the  right  breast, 
and  she  was  put  into  a  hot  pack  immediately  after  delivery. 
Two  ounces  of  Epsom  salts  were  given  at  noon,  and  half  an 
■)unce  every  hour  until  the  bowels  moved  at  6  p.m. 

There  was  no  urine  in  the  bladder  on  admission.  A  few 
ounces  were  got  by  catheter  four  hours  later.  Since  then  she 
has  been  passing  a  very  large  amount  of  urine.  The  first 
specimen  contained  about  one-fourth  albumin  on  l)oiling,  a 
trace  of  blood,  a  few  pus  corpuscles,  and  some  epithelial 
tube  casts. 

16th  October. — ^Her  temperature  rose,  and  we  found  indi- 
cations of  pleurisy  and  pneumonia  in  the  left  lung. 

18th  October. — The  albumin  has  rapidly  decreased.  There 
is  now  merely  a  trace,  and  she  is  progressing  favourably.  The 
uterus  is  involuting  well. 

The  pleura-pneumonia  quickly  resolved,  and  she  made  a 
good  recovery. 

Case  XIV. — Mrs.  B.,  aet.  twenty-two,  i.-para,  was  admitted 
to  hospital  suffering  from  eclampsia,  having  had  five  fits  in  four 
hours  before  admission,  and  one  just  after  admission.  She  was 
at  full  time  and  labour  was  just  commencing.  The  conjugate 
vera  was  barely  3  in.  The  child  was  alive  and  lay  with  its 
head  very  much  overlapping  the  symphysis.  The  patient  was 
a  very  small,  anaemic  woman,  with  badly  deformed  legs,  a 
marked  luml)ar  scoliosis,  with  the  convexity  to  the  right,  and 
a  badly  deformed  chest.  She  was  quite  comatose,  with  a 
pulse  running  at  130.  The  urine  l)ecame  nearly  solid  ou 
l)oiling. 
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Two  pints  of  saline  solution  (acetate  and  chloride  of  sodium) 
were  transfused  under  her  right  breast,  and  four  tablespoonsful 
of  mag.  sulph.  introduced  into  her  stomach  through  a  tube. 

With  an  ordinary  sized  pelvis  the  condition  would  have  been 
l«id  enough.  To  deliver  her,  we  had  either  to  wait  until  the  os 
was  dilated  and  perform  craniotomy,  or  dilate  it  artificially  with 
the  same  object,  or  else  deliver  her  by  Caesarian  section.  As 
the  child  was  quite  vigorous,  I  decided  to  do  the  latter,  and  to 
remove  the  uterus.  She  was  prepared  at  once,  and  I  operated, 
assisted  by  Dr.  Gibson,  within  two  hours  of  admission. 

I  opened  the  uterus  in  the  usual  way,  cutting  down  into  the 
placenta,  which  was  attached  to  the  anterior  wall.  The  child, 
a  male,  was  quite  vigorous  and  of  full  size,  7?  lb.  in  weight. 
An  elastic  ligature  was  passed  round  the  uterus  low  down  to 
control  the  haemorrhage  while  the  broad  ligaments  were  being 
tied  and  cut.  I  then  incised  the  peritoneum  of  the  uterus  and 
stripped  it  down,  and  amputated  through  the  cervix.  The  uterine 
arteries  were  easily  secured  and  tied.  I  then  stitched  the  cer- 
vical stump  and  finally  united  the  peritoneum  over  it.  There 
was  very  little  l^lood  lost  during  the  operation.  A  quart  of 
normal  saline  solution  was  put  into  the  peritoneal  cavity,  and 
the  abdominal  wound  closed. 

The  patient  stood  the  operation  wonderfully  well  and  soon 
rallied,  but  her  pulse  remained  quick.  She  became  conscious 
in  about  twenty-four  hours.  The  albumin  quickly  disappeared 
from  the  urine,  and  for  six  days  she  did  well.  On  the  sixth 
day  I  examined  the  wound  and  found  it  healed.  There  was  no 
abdominal  distention,  and  everything  seemed  to  point  to  a 
speedy  recovery,  but  on  the  seventh  day  her  breathing  became 
rapid,  and  she  complained  of  pain  in  her  chest,  and  there  was 
evidence  of  oedema  in  both  lungs,  and  some  dulness  in  the  right. 
There  was  no  abdominal  pain  or  distention.  Her  pulse  rose  to 
140,  and  the  temperature,  which  had  been  norixial,  rose  to  101°. 
The  lung  condition  rapidly  grew  worse,  and,  in  spite  of  free 
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Stimulation,  she  gradually  sank  and  died  on  the  eightli  day. 
We  did  not  obtain  a  post-partum  examination,  but  there  was 
no  evidence  of  sepsis  in  the  case. 

The  ultimate  result  was  exceedingly  disappointing,  but,  so 
far  as  the  eclampsia  was  concerned,  it  had  been  cured. 

Case  XV. — Mrs.  M.,  x.-para,  aet.  thirty-six,  was  admitted  to 
the  hospital  from  the  out-door  department,  on  account  of  post- 
partum convulsions.  The  fits  had  commenced  shortly  after 
delivery,  and  had  been  recurring  very  rapidly.  The  friends  of 
the  patient  had  at  first  refused  to  allow  her  removal  to  hospital, 
so  the  out-door  resident  had  infused  2  pints  (acetate  and  chloride 
of  sodium)  under  the  right  l^reast.  She  was  shortly  afterw-ards 
brought  in.  She  was  unconscious,  and  the  urine  was  heavily 
loaded  with  albumin.  Four  ounces  of  mag.  sulph.  were 
introduced  into  the  stomach,  15  oz.  of  blood  drawn  from  the 
median  basihc  vein,  and  2  pints  of  saline  infused  into  the 
abdominal  wall.  She  regained  consciousness  nine  hours  later, 
and  made  a  good  recovery,  except  that  an  abscess  formed  under 
her  right  breast  and  had  to  be  opened  on  the  tenth  day.  She 
was  in  a  very  dirty  house,  and  it  was  impossible  to  carry  out 
strict  aseptic  methods  in  giving  the  infusion.  She  had  no  fits 
after  admission. 

Case  XVI. — L.  H.,  single,  i.-para,  set.  twenty-six,  about 
seven  and  a  half  months  pregnant. 

This  patient  was  admitted  with  oedema  of  feet  and  legs  ; 
cyanosis,  but  no  audible  cardiac  murmur.  The  urine  was 
heavily  loaded  with  albumin,  and  there  were  some  hyaline  casts 
present.  She  was  freely  purged  and  put  on  a  diuretic.  On 
the  second  night  she  took  a  severe  fit.  As  her  pulse  was  full 
and  of  high  tension,  15  oz.  of  blood  were  drawn  from  the  right 
median  basilic  vein,  2  pints  sahne  (acet.  and  chloride  of  sodium) 
infused,  and  5  oz.  mag.  sulph.  introduced  into  the  stomach. 
The  unconsciousness  soon  passed  off,  and  she  took  no  more 
fits.      Next  day  labour  came  on,  and  she  w^as  delivered  of  a  dead 
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child.  The  foetal  heart  had  never  been  audible  during  residence. 
She  had  no  more  iits.  The  albumin  lessened  in  amount,  but 
did  not  entirely  disappear,  and  the  casts  remained.  There  was 
evidently  nephritis  in  this  case. 

Case  XVII. — Mrs.  B.,  i.-para,  cCt.  twenty-thi-ee,  full  time. 
This  patient  had  enjoyed  good  health  during  her  pregnancy, 
but  during  the  last  few  days  her  feet,  legs  and  face  had  become 
swollen.  She  had  not  slept  well  for  several  nights.  When  I 
saw  her  first,  some  hom's  after  the  onset  of  labour,  she  was 
complaining  of  severe  headache.  There  w^as  marked  oedema  of 
the  face,  legs  and  feet,  and  the  urine  was  heavily  loaded  with 
blood.  It  became  almost  solid  on  boiling.  As  the  os  was 
dilated,  I  gave  her  chloroform  and  delivered  wdth  forceps.  The 
child  was  dead.  After  the  patient  came  out  of  the  anaesthetic 
she  said  her  headache  was  relieved. 

She  was  given  a  large  dose  of  salts,  imperial  drink,  and 
chloral  and  bromide,  and  put  on  milk  diet.  Twelve  hom's  after 
delivery  she  had  a  slight  fit,  and,  two  hom-s  later,  two  very 
severe  ones  in  rapid  succession.  I  gave  her  chloroform  and 
infused  li  pints  of  saline  under  her  right  breast,  using  3  dr.  of 
acetate  of  soda  alone.  A  hot  pack  was  applied,  and  as  soon  as 
she  could  swallow  another  dose  of  salts  was  given.  Three 
hours  later  she  had  two  more  fits,  when  15  min.  tr.  verat.  viridis 
were  given,  and  10  min.  more  an  hour  later.  The  veratrum 
had  no  appreciable  effect  upon  the  pulse.  The  hot  pack  was 
repeated.  The  bowels  soon  began  to  move  freely.  Her  pulse 
was  very  weak,  so  free  stimulation  with  whisky  was  resorted 
to.  In  the  evening  her  temperature  was  103"  F.  She  was  ex- 
creting large  quantities  of  urine,  but  it  was  heavily  loaded  with 
blood,  which  did  not  disappear  from  it  until  the  fourth  day,  and 
she  did  not  regain  full  consciousness  until  then.  During  this 
time  her  temperatm-e  ranged  between  101°  F.  and  103°  F.,  and 
after  that  it  fell  to  normal.  She  made  a  good  recovery,  and 
has  since  had  a  second  child.     I  examined  her  urine  frequently 
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throughout  the  second  pregnancy,  but  never  found  a  trace  of 
albumin  in  it. 

Case  XVIII. — Recurrent  Eclampsia. 

I  saw  this  case  in  consultation  with  Dr.  James  Adam,  of 
Hamilton,  to  whom  I  am  indebted  for  the  following  notes  : — 

Mrs.  F.,  v.-para,  set.  thirty-eight,  pregnant  about  seventh 
month.  The  patient  had  not  felt  very  well  during  this  preg- 
nancy. The  foetal  movements  had  grown  weaker  during  the 
last  few  days.  Two  days  before  Dr.  Adam  saw  her  she  had 
taken  rather  a  long  walk  and  felt  ill  next  day.  Labour  came 
on  during  the  succeeding  night,  and  a  premature  dead  female 
child  was  born  l:»efore  Dr.  A^am  reached  the  house.  About 
four  and  a  half  hours  after  delivery  she  took  a  convulsion,  a 
second  one  in  an  hour  and  a  half,  and  a  third  one  half  an  hour 
later.  There  was  marked  amaurosis  ;  she  could  perceive  light, 
but  could  not  distinguish  objects  or  persons.  She  had  severe 
headache,  and  a  feeling  of  faintness  and  sinking.  There  was  a 
tendency  to  diarrhoea,  pronounced  oedema  of  eyelids  and  face, 
and  the  urine  was  loaded  with  albumin.  A  hot  mustard  pack 
was  given  at  once,  then  the  patient  was  rubbed  dry  and  sur- 
rounded with  hot  bottles.  This  produced  free  perspiration. 
A  saline  purge  was  given  and  a  l)romide  mixture.  There  were 
no  more  fits.  The  amaurosis  disappeared  a  few  hours  after  the 
fits  ceased,  and  the  patient  made  a  good  recovery.  There  was 
some  thrombosis  of  the  left  saphenous  vein.  The  albumin  had 
almost  disappeared  in  a  week,  and  was  quite  gone  in  a  month, 
but  a  slight  trace  was  again  found  a  couple  of  months  later. 

Case  XIX. — Second  attack. 

The  patient  was  now  forty-three,  five  and  a  half  months  gone 
in  her  sixth  pregnancy.  After  her  last  confinement  Dr.  Adam 
advised  her  to  take  much  more  fluid,  as  he  found  that  she  had 
been  taking  hardly  any  fluids  with  her  food.  When  she  became 
pregnant  this  time,  her  urine  was  examined  at  regular  intervals, 
and  found  free  from  albumin,  until  about  a  month  ago,  when  a 
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haze  appeared  aud  persisted,  becoming  slightly  more  distinct, 
but  never  more  than  "  a  cloud,"  on  boiling.  During  three 
nights  she  had  been  breathless,  and  then  she  had  a  con^Tilsion 
at  8  A.M.  when  Dr.  Adam  saw  her.  She  had  noticed  swelling 
of  the  face  and  limbs  that  morning  before  the  fit.  There  were 
no  labom-  pains.  The  foetal  movements  had  been  weak  for  the 
previous  fortnight.  She  was  put  on  milk  and  barley  water, 
and  given  a  diuretic  mixture  and  1  oz.  of  mag.  sulph.  She 
took  three  more  fits  within  twenty-four  hours.  Dr.  Adam  de- 
cided to  induce  labour,  and  under  chloroform  tried  to  dilate  the 
cervix  with  Hegar's  dilators,  but  could  only  get  it  dilated  suffi- 
ciently to  introduce  one  finger.  There  was  extreme  rigidity  at 
the  internal  os. 

I  saw  the  patient  with  him  twelve  hours  later.  She  had 
had  a  fourth  fit,  a  very  severe  one,  about  four  hours  before 
this,  and  several  hours  after  the  attempt  to  induce  labour. 
After  her  fourth  fit  she  w;is  given  *  a  pint  of  saline  solution 
subcutaneously  and  10  niin.  tr.  verat.  viridis.  I  gave  her  2 
pints  of  saline  (acet.  and  chloride  of  sod.)  into  the  abdominal 
wall,  and  forcibly  dilated  the  cervix  and  cleared  the  uterus. 
The  foetus  was  alive.  T  .e  cervix  was  exceedingly  rigid  and 
required  considerable  force  to  dilat :    ' . 

The  patient  made  a  good  recovery,  but  a  small  abscess 
formed  at  the  seat  of  punctiire. 

The  following  is  Dr.  Carstairs  Douglas's  report  of  the  urine  : — 

"Colour,  amber,  clear;  odour,  normal;  specific  gravity, 
1022  ;  reaction,  distinctly  acid ;  deposit,  mucous  cloud ;  albu- 
min, present  but  not  aliundant  =  0"75  per  thousand  (Esbach)  ; 
sugar,  blood,  bile,  pus,  acetone,  absent;  urea,  12  per  cent, 
(rather  low)  ;  microscope,  practically  negative." 

This  is  the  only  case  of  recurrent  eclampsia  I  have  ever 
seen.  The  small  amount  of  albumin  in  the  second  attack  is 
somewhat  remarkable.  I  imagine  it  to  be  a  case  of  chronic 
renal  mischief. 
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\  '/.SL'  XX. — Mrs.  D.,  i.-para,  let.  eighteen,  full  time. 

This  case  was  delivered  by  students  of  a  healthy  child  on 
the  afternoon  of  20th  August.  They  did'  not  notice  anything 
abnormal  in  her  condition.  One  hour  after  delivery  she  had  a 
fit  lasting  one  minute,  and  before  she  could  be  removed  to 
hospital  she  had  two  more. 

At  five  years  of  age  she  had  _scarlet  fever,  but  her  health  had 
been  otherwise  excellent.  During  the  pregnancy  her  health 
was  good.  At  the  sixth  month  there  was  shght  swelling  of 
the  feet.  The  day  before  delWery  she  complained  of  head- 
ache and  was  very  sick,  with  vomiting.  She  had  no  loss  of 
vision. 

Condition  on  admission  :  She  seemed  quite  unconscious  and 
struggled  violently,  and  resisted  any  one  who  tried  to  move  her. 
The  pupils  were  equal  and  moderately  contracted.  There  was 
no  swelling  of  any  part  of  the  body.  Eighteen  ounces  of  urine 
were  taken  by  catheter.  It  contained  a  small  amount  of 
albumin. 

Shortly  after  admission  she  had  a  general  epileptiform  seiz- 
ure, with  rotation  of  the  head,  and  conjugate  deviation  of  the 
eyes  to  the  right.  Fits  recurred  at  intervals  up  to  3  a.m.,  and 
l)y  this  time  she  had  seventeen  in  all.  She  now  passed  almost 
into  the  state  of  "  status  epilepticus,"  so  that  chloroform  had 
to  be  administered  for  about  one  hour,  after  which  the  fits 
ceased. 

Treattiicnt. — On  admissitjn  she  was  given  i  oz.  of  sulphate 
of  magnesia  by  the  stomach  tut^e,  and  a  saline  infusion  of  2 
pints  (1  dr.  each  of  acetate  and  chloride  of  sodium  to  the  pint) 
into  tlie  abdominal  wall.  The  latter  was  repeated  two  hours 
later.  A  hot  pack  was  applied  twice.  She  was  given  20  gr. 
of  chloral  and  40  gr.  of  bromide  by  the  stomach  tulie.  This  was 
repeated  some  hours  later. 

21st  August. — She  has  had  no  more  tits  and  has  slept  very 
well,  but  is  very  restless  and  only  semiconscious.     The  bowels 
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have  moved  ei^'lit  times,  and  slie  has  passed  urine  into  the  bed 
freely. 

22ud  August. — She  is  still  imconscious  and  very  restless. 
Early  this  morning  she  became  wildly  excited,  and  could  only 
he  kept  in  l)ed  with  great  difficulty.  She  was  given  another 
dose  of  sulphate  of  magnesia  and  20  gr.  of  chloral  and  40  gr.  of 
bromide  by  the  stomach  tvibe.  After  this  she  became  quiet  and 
soon  fell  asleep.  Her  urine  is  dark  in  colour  and  with  a  very 
heavy  deposit  of  urates.  There  is  only  a  trace  of  albumin 
present. 

23rd  August. — She  was  not  nearly  so  restless,  and  appeared 
to  be  a  little  more  rational.  Face  slightly  jaundiced,  and  the 
urine  contains  a  trace  of  bile.     The  motions  are  clay  coloured. 

24th  August. — To-day  she  seemed  quite  right  and  answered 
questions,  but  was  drowsy  and  disinclined  to  talk.  She  asked 
to  see  her  baby  for  the  first  time.  The  jaundice  is  quite  dis- 
tinct, and  there  is  a  good  deal  of  bile  in  the  in-ine. 

26th  August. — She  continues  to  improve.  The  jaundice  is 
less.  The  urine  still  contains  bile  and  a  trace  of  albumin.  A 
few  casts  were  seen  in  the  deposit  to-day.  The  patient  carmot 
remember  anything  about  her  laboui",  or  subsequent  to  it,  until 
she  became  conscious  on  the  24th. 

80th  August. — There  is  now  no  all)umin  in  the  urine,  and 
only  the  faintest  trace  of  bile.     The  jaundice  has  disappeared. 

81st  August. — The  patient  was  discharged  to-day  feeling 
quite  well. 

This  was  the  worst  case  of  post-partum  eclampsia  I  have 
had  to  deal  with.  There  was  not  very  much  albumin  in  the 
urine,  and  her  kidneys  were  evidently  acting  freely  enough,  as 
there  were  18  oz.  of  urine  in  the  bladder  within  three  hours 
after  delivery.  Her  liver  was  evidently  involved,  and  that 
probably  accounts  for  the  severity  of  the  attack.  In  case  xxi., 
where  there  was  a  second  attack  of  coma,  there  was  much 
more  bile  in  the  urine,  but  she  did  not  show  so  much  jaundice 
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supei'licially.  The  fatal  case,  from  which  the  coloured  plate 
was  taken,  did  not  show  much  jaundice  superficially,  but  there 
was  too  little  time  for  it  to  manifest  itself  before  death. 

Case  XXI.-^^-Mi's.  B.,  cBt.  twenty,  ii.-para,  sixth  month, 
admitted  12th  January,  at  11.45  p.m. 

For  two  days  previous  she  had  had  a  violent  headache  and 
some  sickness.  Convulsions  had  come  on  in  the  evening,  and 
she  had  had  six  fits  by  the  time  of  admission. 

Her  face  was  puffy,  but  there  was  no  marked  oedema.  She 
was  semicomatose.  A  catheter  specimen  of  her  urine  became 
quite  solid  on  boiling.     The  os  admitted  one  finger. 

The  treatment  adopted  was  a  large  dose  of  salts,  10  gr.  of 
chloral  hydrate  hypodermically,  2  pints  of  saline  infusion,  and 
a  hot  pack.  As  the  fits  continued,  I  cleared  the  uterus  by 
accouchement  for  CI'.  The  hot  pack  and  chloral  w^ere  repeated. 
Free  diuresis  was  quickly  estabhshed,  and  the  bowels  acted 
well. 

The  fits  continued  until  the  evening  of  the  18th — that  is, 
for  about  twenty-four  hours.  She  had  in  all,  twenty-eight — 
ten  before  and  eighteen  after  delivery.  At  noon  on  the  13tli  I 
gave  her  another  2  pints  of  the  infusion,  and  10  min.  tr. 
veratrum  viridis  hypodermically.  During  the  next  two  days 
she  was  very  stupid,  but  could  be  roused.  She  was  passing 
plenty  of  urine,  and  the  bowels  were  acting  freely.  The  arm 
into  which  the  chloral  had  been  injected  became  inflamed. 
Hot  boracic  applications  soon  relieved  this.  By  the  16th  she 
was  quite  conscious.  The  albumin  had  almost  entirely  dis- 
appeared. 

Early  on  the  morning  of  the  17th  she  l^ecame  deeply 
comatose,  and  remained  so  the  whole  day.  Dr.  Oliphant  saw 
her  with  me  in  consultation,  and  we  practically  gave  up  hopes, 
of  saving  her.  About  10  p.m.  we  fed  her  with  meat  juice, 
brandy  and  milk  through  a  tube,  gave  her  2  pints  of  infusion, 
and  10  min.   tr.  veratrum  viridis.       At  2  and  9  a.m.   on   the 
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18th  she  was  again  fed  through  the   tube.       The   coma   was 
now  lessening,  and  by  the  19th  her  mind  was  quite  clear. 

After  that  she  made  an  uninterrupted  recovery.  The  urine 
drawn  otf  during  the  coma  was  loaded  with  bile  pigment,  but 
there  was  very  little  albumin  in  it.  She  was  excreting  large 
•quantities  of  it.  I  can  offer  no  explanation  of  the  second 
attack  of  coma,  neither  can  I  account  for  the  large  amount  of 
bile  pigment  in  the  urine. 


CHAPTER  XXX. 

COMPLEX  OR  CO:\r PLICATED  LABOURS  (Conliniwd). 

Maternal    Complications    {Con fin nod) — Malformations    of   the    Uterus — 
Labour  in  a  Double  Uterus — Labour  in  a  Case  of  Uterus  Didelphys. 

Maternal  Complications. 

Malformations  of  the  Uterus. — The  uterus  is  formed 
from  the  junction  and  blending  of  the  two  Miillerian  ducts. 
In  the  early  days  of  embryonal  life,  before  the  junction  and 
blending  of  the  ducts  have  occurred,  the  organ  is  a  double  one. 
If  the  junction  occurs,  but  the  two  ducts  do  not  blend,  or  if 
the  junction  does  not  occur  at  all,  or  only  occurs  in  part,  an 
abnormal   uterus  is  the  result. 

Uterus  Didelphys. — The  two  ducts  have  remained  com- 
pletely separate.      There   will  be  a  double  vagina  also. 

Uterus  Bicornis  Duplex. — The  two  ducts  have  joined  but 
have  not  blended.  They  lie  united  throughout  side  by  side, 
but  the  wall  of  junction  remains  instead  of  disappearing.  The 
vagina  may  be  double. 

Uterus  Bicornis  Unicollis. — The  tubes  have  united  and 
blended  at  the  cervix  but  are  separated  above.  The  vagina 
may  be  double. 

Uterus  Subseptus  or  Subpartitus. — The  two  tubes  have 
united,  but  the  blending  of  the  two  canals  is  not  complete. 

Uterus  Cordiformis. — The  ducts  have  united  and  blended, 
but  at  the  fundus  there  still  remains  a  depression,  indicating  the 
double  origin. 

(397) 
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Uterus  Unicornis.— One  duct  alone  lias  developed  and 
the  other  I'emains  rudimentary. 

In  some  cases  the  vagina  alone  may  be  double  while  the 
uterus  is  single,  but  a  double  vagina  is  usuallj'  associated  with 
a  double  uterus. 

Each  half  of  a  doul)le  uterus  has  its  own  ovary  and  Fallo- 
pian tul)e.  You  thus  have  two  uteri,  one  or  both  of  wliich 
may  become  impregnated  at  the  same  time,  or  within  a  short 
time  of  each  other.  If  th£  latter  happens,  a  mature  and  a 
premature  foetus  may  be  born  together,  or  two  mature  ones 
within  a  few  weeks  of  each  other.  This  I  l^elieve  to  be  the 
true  explanation  of  the  condition  known  as  supertVetatiou, 
which  has   been  supposed  to  occur  in  a  single  uterus. 

It  occasionally  happens  that  one  horn  of  a  double  uterus  is 
found  to  be  pregnant,  and  yet  no  cervical  canal  leading  into  the 
pregnant  side  can  be  detected.  These  cases  have  been  referred 
to  in  connection  wdth  missed  labour.  A  migration  of  the  im- 
pregnated ovum  has  been  given  as  an  explanation  of  the  con- 
dition. That  this  can  occvir  has  been  shown  in  cases  of  tubal 
gestation,  where  the  corpus  luteum  has  been  found  in  the 
ovary  of  the  opposite  side  ;  but  it  seems  to  me  that  a  more 
feasible  explanation  is,  that  there  has  been  a  narrow  cervical 
canal  present  at  the  time  of  conception,  and  that  it  has  sub- 
sequently become  occluded.  That  occlusion  of  the  cervical 
canal  can  happen  in  an  ordinary  pregnancy  has  been  abun- 
dantly proved,  and  I  should  think  it  would  be  much  more  likely 
to  occm-  in  an  abnormal,  than  a  normal,  uterus.  When  a  woman 
with  a  double  uterus  menstruates,  both  sides  menstruate,  and, 
if  one  side  is  closed,  the  menstrual  blood  of  that  side  cannot 
escape,  unless  it  does  so  through  the  Fallopian  tube.  Of  course, 
impregnation  may  occur  before  menstruation  has  been  estab- 
lished, but  this  is  exceedingly  rare.  In  the  cases  of  pregnancy 
of  an  occluded  horn,  -which  have  been  recorded,  there  has 
been  menstruation,  and  if  one  horn  had  menstruated  there  is 
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little  doubt  the  other  would  have  done  so,  and  in  that  case  the 
discharge  must  have  found  an  exit  before  the  ovum  could  have 
become  engrafted  on  the  mucous  membrane.  I  therefore  think 
that  the  true  explanation  of  these  cases  is,  that  the  cervical 
canal  has  been  sufficiently  patent  to  allow  of  the  entrance 
of  the  spermatozoa,  and  that  occlusion  has  occurred  sub- 
sequently. 

Labour  in  a  Double  Uterus. — If  both  sides  were  pregnant 
the  same  difficulty  might  occur  as  sometimes  arises  in  twin 
cases,  viz.,  locking,  or  both  presenting  parts  being  simul- 
taneously driven  into  the  brim.  With  one  side  pregnant,  the 
non-pregnant  half,  which  is  sure  to  be  enlarged,  may  obstruct. 
The  contractions  of  the  uterus  are  sure  to  be  feebler  than  in 
an  ordinary  case,  as  the  walls  are  ill-developed.  It  is  well 
that  this  is  the  case,  otherwise  rupture  would  be  very  apt 
to  occur.  Even  as  it  is,  it  may  occur.  Malpresentations  are 
common,  and,  as  the  uterine  axis  does  not  lie  in  the  axis  of 
the  brim,  the  presenting  part  does  not  bear  properly  upon 
the  cervical  canal,  and  dilatation  will  be  slow. 

Interference  is  necessary  in  many  cases.  The  operation  to 
be  done  will,  of  course,  depend  upon  the  nature  of  the  case. 
If  delivery  by  the  natural  passages  is  impossible,  a  Caesarian 
section  should  be  done.  A  Porro's  operation  or  an  extirpation 
may  be  necessary,  but,  if  possible,  the  uterus  should  be  left 
with  the  tubes  tied  and  cut,  to  prevent  future  pregnancies. 

After  delivery  through  the  natural  passages,  severe  post- 
partum haemorrhage  may  occur,  if  the  placenta  has  been 
attached  to  the  septum,  or  the  septum  has  been  torn.  In 
such  a  case  firm  plugging  is  the  best  treatment. 

The  non-pregnant  horn  is  always  lined  with  decidua,  and  this 
should  be  cleared  out.  It  may  be  expelled,  but  one  cannot 
trust  to  this.      If  it  is  retained  sepsis  is  likely  to  occur. 

If  a  vaginal  septum  exists  and  is  torn  during  delivery,  it 
should  be  completely  removed,  and  the  cut  edges  of  the  mucous 
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membrane  stitched  together  with  a  continuous  suture.  If  it 
is  not  damaged  it  should  be  left  alone. 

Labour  in  a  Case  of  Uterus  Didelphys. — Mrs.  W.,  a^t. 
twenty-seven,  i.-para,  came  under  my  care  in  her  own  home 
on  2nd  November,  1900,  suffering  from  persistent  vomiting. 
She  had  been  married  in  February,  1900.  Menstruation  had 
begun  at  the  age  of  fifteen,  and  her  periods  had  been  regular 
and  painless,  lasting  eight  or  nine  days.  The  last  period  had 
ceased  on  2nd  October.  The  vomiting  which  had  been  going 
on  for  several  days  was  very  severe.  She  also  complained 
of  some  pain  in  the  pelvis,  but  there  was  no  vaginal  discharge. 
On  examining  per  vaginam,  I  found  a  somewhat  elongated 
swelling  lying  obliquely  backwards  and  towards  the  right.  At 
first  I  thought  it  might  be  an  extra-uterine  gestation,  but 
I  could  not  make  out  any  other  body  to  represent  tlie 
uterus. 

My  conclusion  was  that  she  was  pregnant,  but  that  the 
uterus  was  abnormal  in  position  and  shape.  The  examination, 
however,  was  very  unsatisfactory,  and  I  could  not  absolutely 
diagnose  the  condition.  She  was  given  bismuth  and  oxalate 
of  cerium,  which  relieved  the  sickness  for  a  few  days,  but  it 
returned  again  twelve  days  later.  She  was  then  kept  on 
peptonised  milk,  and  this  relieved  her..  On  26th  November  I 
persuaded  her  to  go  into  the  Maternity  Hospital,  as  I  was 
anxious  to  examine  her  thoroughly  under  chloroform.  Two 
days  later,  Dr.  Gibson  and  I  examined  her.  We  found  an 
ordinary  sized  vagina  with  a  single  cervix,  but  a  bimanual 
examination  revealed  that  there  was  a  double  uterus,  with  one 
side  enlarged  and  evidently  pregnant.  The  enlarged  half  lay 
somewhat  obliquely  towards  the  right  and  back  of  the  pelvis, 
while  the  smaller  half  was  towards  the  left  and  front.  The 
junction  of  the  two  parts  at  the  cervix  could  be  distinctly 
made  out.  It  was  somewhat  puzzling  that  there  was  only 
one  OS  to  be  seen.     We,  of  course,  refrained  from  passing  a 
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sound.     Our  diagnosis  was  that  we    had  a   double  uterus   to 
deal  with,  and  that  the  right  horn  was  pregnant. 

The  patient  was  treated  for  some  days  with  rectal  feeding, 
and  the  sickness  abated.  After  that  the  course  of  the  pregnancy- 
was  uneventful,  except  that  she  had  occasional  attacks  of  sick- 
ness. I  did  not  examine  her  again  until  labour  had  commenced, 
on  20th  July.  Abdominal  palpation  revealed  that  the  uterine 
fundus  lay  towards  the  left  side,  and  the  head  of  the  child  was 
directed  somewhat  obliquely  against  the  right  side  of  the  pelvis. 
The  fundus  was  not  so  broad  as  it  usually  is.  On  passing  my 
finger  into  the  vagina,  I  found  the  os  admitted  the  tip  of  the 
finger.  It  was  high  up,  and  the  cervical  canal  passed  back- 
wards and  towards  the  right.  The  presenting  part  could-  not 
be  reached,  but  a  rounded  mass,  evidently  the  head,  could  be 
felt,  with  a  smooth  membrane  over  it.  On  making  a  second 
vaginal  examination,  my  finger  passed  into  a  small  opening, 
which  gripped  it  tightly.  I  thought  at  first  that  it  had  passed 
into  the  dilated  urethra,  but  on  investigating  more  fully,  I  found 
that  my  finger  was  really  in  a  small  opening  in  the  hymen,  and 
that  I  had  discovered  a  second  vagina.  I  enlarged  the  open- 
ing and  then  reached  the  cervix.  The  os  was  not  dilated.  I 
had  the  patient  at  once  removed  to  the  Maternity  Hospital, 
where  I  examined  her  under  chloroform.  A  careful  investi- 
gation revealed  that  the  half  of  the  uterus  connected  with  the 
patent  vagina  was  not  pregnant,  but  was  lined  with  a  thick 
decidua,  which  was  easily  removed.  When  the  finger  was  in 
the  cavity  the  body  could  be  made  out,  lying  along  the  right  side 
of  the  pregnant  half,  for  a  couple  of  inches  or  so  above  the  brim 
of  the  pelvis.  It  lay  like  a  large  limpet  attached  to  the  side  of 
the  pregnant  half.  I  then  fully  ruptured  the  hymen  of  the 
second  vagina,  and  found  the  os  would  admit  the  tip  of  the 
finger.  The  head  was  easily  felt.  The  partition  between  the 
vaginae  was  quite  thick  at  the  ostium,  but  thinner  at  the  upper 
part.  A  careful  examination  failed  to  reveal  even  the  minutest 
26 
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commuiiicatiun  between  the  two  canals.  Dr.  Gibson  examined 
her  with  me,  and  Dr.  OUphant  was  also  present.  We  decided 
to  allow  the  labour  to  go  on  in  the  usual  way. 

Om-  former  diagnosis  had  been  correct  so  far,  but  we  had 
thought  the  right  half  was  the  pregnant  one.  Considering  that 
it  was  the  side  which  communicated  with  the  vagina,  through 
which  all  intercourse  had  occurred,  this  is  not  to  be  wondered 
at.  Even  it  we  had  discovered  the  other  vagina,  w-e  would 
not  have  been  likely  to  come  to  any  other  conclusion.  The 
reason  why  we  missed  finding  the  second  vagina  when  we  ex- 
amined, was  because  it  was  closed  by  the  hymen,  except  for  a 
very  small  opening.  The  patent  half  was  quite  open,  and  the 
remains  of  the  hymen  very  apparent.  We  did  not  make  any 
search  for  a  second  vagina,  as  we  did  not  wish  to  distiirb  the 
patient  any  more  than  was  absolutely  necessary.  The  abnormal 
position  of  the  pregnant  half  w-as  probably  due  to  its  falling 
towards  the  back  of  the  pelvis  from  its  own  weight.  Eotation 
of  the  entire  uterus  had  apparently  occurred.  After  delivery 
we  found  there  was  a  tendency  to  the  recurrence  of  this. 

After  labour  had  gone  on  for  twenty-four  hours,  very  little 
dilatation  had  occurred.  The  contractions  were  fairly  strong, 
but  the  olDliquity  of  the  uterus  prevented  the  presenting  part 
from  bearing  on  the  os.  The  largest  Barnes'  bag  was  inserted, 
and  in  two  hours'  time  the  os  was  well  dilated.  On  removing 
the  bag,  I  found  it  had  been  forced  through  the  upper  part  of 
the  vaginal  septum.  The  obliquity  of  the  uterus  had  caused 
this.  The  patient  was  dehvered  with  forceps.  The  child,  a 
male,  was  alive,  and  weighed  7h  lb.  The  lower  part  of  the 
septum  was  lacerated,  and  the  perineum  partially  torn.  The 
third  stage  of  labour  presented  no  difficulties.  Both  sides  of 
the  uterus  were  thoroughly  washed  out.  The  thick  decidua 
had  already  been  cleared  out  of  the  non-pregnant  half.  I  then 
removed  the  septum,  and  stitched  the  raw  surfaces  on  the 
anterior    and  posterior  walls  with  continuous  catgut  sutures, 
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and  repaired  the  perineum.  The  puerperium  was  normal,  the 
temperature  never  rising. 

How  cap  we  explain  the  fact  that  the  pregnancy  occurred  in 
the  uterine  half  connected  with  the  unpenetrated  vagina  ?  In 
the  first  place,  I  may  say,  I  am  perfectly  sure  that  penetra- 
tion never  occurred.  The  opening  barely  admitted  the  tip  of 
the  finger,  and  the  fact  that  the  hymen  tore  quite  easily  showed 
that  it  was  not  a  resilient  one,  which  might  have  stretched 
before  a  penetrating  organ.  That  penetration  of  the  vagina  is 
not  necessary  for  impregnation  is  a  well-recognised  fact.  I 
have  seen  several  cases  of  this,  and  one,  where  the  liymen  was 
intact  at  the  time  of  laboiir,  is  recorded  on  page  250.  The 
spermatozoa  had  evidently  made  their  way  up  from  the  vulva. 
Migration  of  the  fertilised  ovum  might  have  occurred,  but  I 
think  the  former  explanation  the  more  probable  one. 

It  is  interesting  to  note  that  the  non-pregnant  half  of  the 
uterus  did  not  menstruate. 

Four  months  after  delivery,  I  examined  her  under  chloro- 
form. The  perineum  was  found  to  be  complete.  The  vaginal 
mucous  membrane  was  smooth,  but  it  was  possible  to  trace 
where  the  septum  had  existed,  especially  at  the  upper  part, 
where  the  remains  of  it  could  be  seen.  A  bimanual  examin- 
ation revealed  that  there  was  apparently  only  one  external  os 
which  would  admit  the  tip  of  the  finger.  To  the  left,  the  body 
of  the  horn  which  had  been  pregnant  could  be  traced.  It  lay 
far  back  in  the  pelvis,  with  its  fundus  well  towards  the  left  side. 
The  right  horn,  which  was  much  smaller,  lay  towards  the  right 
of  the  pelvis  also  backwards  and  outw^ards.  It  could  not  be  so 
easily  traced,  but  the  junction  at  the  cervix  was  easily  made 
out.  The  speculum  revealed  that  in  appearance  the  cervix  in 
no  way  differed  from  an  ordinary  multiparous  one.  A  sound 
passed  into  the  left  side  went  outwards  and  backwards  for  2-^ 
in.  I  had  some  difficulty  in  passing  a  smaller  one  into  the 
right  horn.      It  would  only  pass  for  about  2  in.      The  handles 
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of  the  sounds  crossed.  The  septum  between  the  two  cervical 
canals  had  been  slightly  destroyed,  giving  the  appearance  of  a 
single  OS  externum. 

We  have  thus  had  to  deal  with  a  double  uterus  (uterus 
didelphys)  and  double  vagina.  The  vagina  is  now,  of  course, 
single. 

I  have  seen  two  other  cases  of  double  uteri.  The  first 
patient  had  a  badly  contracted  pelvis.  I  delivered  the  child 
by  craniotomy,  using  the  combined  instrument.  To  remove 
the  placenta  I  had  to  pass  my  hand  into  the  uterus,  and  I 
then  found  that  the  placenta  was  attached  up  in  the  left 
cornua  of  a  uterus  subseptu.s.  The  right  horn  would  admit  a 
portion  of  the  hand.  The  fundus  w^as  very  broad,  but  not 
markedly  cleft.  In  the  centre  of  the  fundus  there  was  a  very 
small  subperitoneal  fibroid.  The  partition  between  the  two 
sides  of  the  uterus  did  not  extend  down  very  far. 

The  patient  made  a  good  recovery,  and  if  she  should  again 
become  pregnant  I  am  in  hopes  that  she  will  agree  to  have 
Caesarian  section  performed. 

The  second  case  was  also  one  of  a  uterus  subseptus.  The 
breech  of  the  foetus  occupied  the  right  cornua,  and  the  placenta 
lay  in  the  left  one.  This  was  easily  made  out  before  delivery. 
The  child  was  born  by  natural  efforts,  but  the  placenta  had  to 
be  removed  manuallv. 
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COMPLEX  OK  COMPLICATED  LABOURS  {Cnntinucd). 

Maternal  Comi^lications  {Continued)  —  Rupture  of  the  Vagiua  —  Case  — 
Rupture  of  the  Uterus — Frequency  of  Occurrence — Varieties^Causes 
— How  to  Deal  with  the  Uterus— By  Suture — Drainage — Removal — 
Oases — Spontaneous  Rupture  of  the  Uterus — Case. 

Maternal  Complications. 

Rupture  of  the  Vagina. — In  the  majority  of  cases  of 
rupture  of  the  vagina,  there  is  rupture  of  the  uterus  as  well, 
and  the  tear  has  extended  from  the  cervix  into  the  vagina.  As 
a  matter  of  fact,  if  the  entire  cervix  is  involved  in  the  uterine 
tear,  there  is  sure  to  be  more  or  less  tearing  of  the  vaginal 
vault. 

Eupture  of  the  vagina  alone  may,  however,  happen  in 
obstructed  labours,  by  the  tension  on  the  vaginal  wall  be- 
coming so  great  that  it  gives  way.  This  may  happen  in 
transverse  presentations,  or  in  cases  of  pendulous  abdomen, 
especially  in  contracted  pelves.  It  may  also  be  caused  by  the 
hand  in  delivering,  or  by  instruments  being  pushed  through 
the  fornix  in  attempts  at  criminal  abortion.  Careless  use  of 
the  forceps  may  also  cause  it,  as  in  the  following  case  : — • 

Mrs.  W.,  v.-para,  let.  twenty-nine,  was  brought  into  hospital 
one  night,  after  an  attempt  had  been  made  to  deliver  her  with 
forceps.  On  examining  her,  I  found  the  cervix  was  not  quite 
fully  dilated.  In  the  left  side  of  the  vagina  there  was  a  rent, 
extending  right  round  from  about  the  centre  behind  to  beyond 
the  transverse  diameter  of  the  pelvis  in  front.  The  hand  could 
(405) 
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be  passed  into  the  peritoneal  cavity.  The  tear  had  been  caused 
by  the  left  blade  of  the  forceps,  which  had  been  passed  through 
the  left  side  of  the  posterior  fornix,  and  then  swept  round  into 
position  in  the  side  of  the  pelvis.  The  right  blade  had  been 
applied  inside  the  cervix  all  right.  Attempts  at  extraction  had 
fortunately  failed  ;  otherwise  the  left  side  of  the  cervix  and  a 
portion  of  the  lower  uterine  segment  would  have  been  torn 
out. 

The  patient's  condition  was  fairly  good.  As  considerable 
traction  would  have  been  required  to  deliver  the  child,  and 
there  seemed  little  chance  of  its  surviving,  I  perforated  the 
head  and  delivered  with  forceps.  There  was  no  bleeding 
from  the  tear.  I  then  cleansed  the  parts  very  thoroughly 
and  flushed  out  the  pelvic  cavity,  with  the  patient's  body 
raised,   and  packed  the  wound  with  iodoform  gauze. 

The  patient  did  well  for  two  days,  and  then  peritonitis  set 
in,  and  she  died  on  the  third  day  after  dehvery.  At  the  post- 
mortem examination  we  found  the  pelvic  peritoneum  was  not 
involved,  but  in  the  upper  part  of  the  abdomen,  especially  about 
the  liver,  there  was  abundant  evidence  of  acute  peritonitis.  If 
I  had  opened  the  abdomen  and  carefully  cleansed  out  the  peri- 
toneal cavity,  I  think  she  might  have  been  saved.  There  was 
no  bowel  down  when  I  examined  the  patient,  and  I  was  in 
hopes  that  cleansing  the  pelvis  would  be  sufficient,  l)ut  I  after- 
wards learned  that  a  loop  of  intestine  had  been  down.  If  I 
ever  see  another  similar  case,  I  shall  open  the  abdomen  and 
make  an  attempt  to  cleanse  the  peritoneal  cavity. 

It  was  difficult  to  get  any  information  as  to  how  the  accident 
had  happened,  but  I  learned  that  the  attendant,  who  had  had 
no  experience  in  the  use  of  forceps,  had  given  the  patient  a 
little  chloroform,  and  then  tried  to  apply  the  instruments.  The 
woman  had  at  once  begun  to  struggle  violently,  and,  instead  of 
giving  her  enough  chloroform  to  quieten  her,  he  had  got  three 
women  to  hold  her.      Diiring  the  struggling  he  had  evidently 
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forced  the  l)lacle  through  the  fornix.  When  he  failed  to  deUver, 
he  called  in  another  practitioner,  who  discovered  the  condition, 
and  sent  her  into  hospital. 

In  some  cases  the  small  intestine  prolapses  into  the  vagina, 
and  it  may  he  injured  during  delivery  by  tearing  or  bruising, 
or  the  omentum  may  be  torn,  thus  interfering  with  the  blood 
supply.  If  the  patient  survives,  sloughing  of  the  bowel  is  apt 
to  occur,  and  a  faecal  fistula  form.  In  more  than  one  instance 
the  prolapsed  bowel  has  been  mistaken  for  the  cord,  and  it  has 
actually  been  drawn  down  and  a  portion  cut  off. 

Diagnosis  of  Rupture  of  the  Vagina. — There  will  probably 
1)6  considerable  collapse  and  haemorrhage,  but  these  features 
may  not  be  marked.  A  careful  examination  will  reveal'  the 
rent.      The  less  examination  of  the  parts  the  better. 

Prognosis. — The  condition  is  a  grave  one,  but  much  more 
favoui'aljle  than  when  the  uterus  is  ruptured.  If  aseptic  pre- 
cautions have  been  taken,  and  there  is  no  injury  to  the  bowel, 
tlie  patient's  chances  are  good. 

Treatment. — If  the  child  is  not  already  delivered,  this  must 
be  effected,  in  order  to  prevent  further  tearing,  in  whichever 
way  puts  the  least  strain  upon  the  parts.  If  the  bowel  is  down 
it  should  be  carefully  cleansed,  and  then  returned  into  the 
abdomen  above  the  brim,  provided  it  has  not  been  torn.  The 
parts  sliould  be  thoroughly  cleansed  after  delivery  and  the  rent 
plugged  with  iodoform  gauze.  If  there  is  much  bleeding,  the 
torn  vessels  should  be  tied,  but  if  it  is  general  oozing,  a  firm 
plug  will  be  sufficient.  In  some  cases  stitches  might  be  put 
in,  but  it  is  better  to  trust  to  plugging,  as  this  insures  thorough 
drainage.  If  the  bladder  is  torn  an  attempt  should  be  made 
to  close  it  with  sutures. 

If  the  labour  has  been  conducted  aseptically,  and  the  in- 
testines have  not  been  prolapsed,  there  should  be  little  risk 
of  the  peritoneal  cavity  becoming  infected,  but  if  you  have 
any  reason  to  suppose  this  has  occurred,  the  abdomen  should 
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be  opened  at  once,  and  an  attempt  made  to  cleanse  it  thoroughly 
by  swabbing. 

When  the  bowel  has  been  torn  an  immediate  resection  may 
be  done,  if  the  patient's  condition  will  warrant  this  ;  if  not, 
the  injured  portion  should  be  secured  in  the  wound  to  allow 
a  fistula  to  form.  If  the  patient  recovers,  a  subsequent  opera- 
tion will  be  necessary  to  close  the  fistula. 

Rupture  of  the  Uterus. — -Eupture  of  the  uterus  may  occur 
during  pregnancy  or  labour.  During  pregnancy  it  may  be  the 
result  of  an  accident,  as  a  crush,  or  it  may  occur  spontaneously. 
In  the  latter  case  the  uterine  wall  may  be  diseased,  or  the  seat 
of  the  scar  of  a  former  rupture  or  Caesarian  section.  During 
labour,  the  rupture  may  occur  spontaneously,  without  any  ob- 
struction to  delivery,  but  in  most  cases  it  arises  in  obstructed 
deliveries,  either  from  uterine  action  or  injudicious  attempts 
at  delivery.  The  use  of  ergot  in  the  second  stage  of  labour 
w-as  formerly  a  not  infrequent  cause  of  rupture.  Some  mid- 
wives  are  still  in  the  habit  of  using  it,  to  the  great  risk  of 
their  patients.  To  judge  from  the  frequency  with  which  older 
hospital  patients  ask  for  "  labour  tea,"  its  use  must  have  been 
very  common  at  one  time  among  the  poorer  classes. 

Frequency  of  Occurrence. — The  average  of  occurrence  is 
about  1  in  4,000  cases  of  labour.  In  10,179  indoor  cases  in 
the  Glasgow  Maternity  Hospital  it  occui-red  thirteen  times, 
an  average  of  1  in  783,  but  of  course  it  must  he  borne  in  mind 
that  the  great  majority  of  these  cases  were  admitted  from  the 
outdoor  department,  or  were  sent  in  by  private  practitioners 
after  the  accident  had  occurred.  In  41,111  outdoor  cases  it 
is  said  to  have  occurred  only  twice,  or  once  in  20,000  labours, 
but  this  only  means  that  these  two  cases  were  not  transferred 
to  the  hospital,  probably  because  they  died  before  they  could 
he  i-emoved.  Taking  the  indoor  and  outdoor  cases  together, 
clz\,  51,290,  and  the  15  cases  of  rupture,  it  gives  1  in  3,420, 
which  is  verv  near  the  average. 
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MultiparcC  are  much  more  prone  to  the  accident  than 
primiparae. 

Seat  of  Rupture. — In  obstructed  labours  the  lower  uterine 
segment  is  the  usual  seat  of  rupture.  It  may  ha  either  trans- 
verse or  vertical  or  a  combimxtion  of  the  two.  1 1  usually 
extends  downwards,  through  the  cervix  into  the  vagina,  or  more 
rarely  upwards,  into  the  body  of  the  uterus.  The  lower  uterine 
segment  is  prone  to  rupture  in  obstructed  labours,  because  it  is 
the  part  of  the  uterus  which  thins  out.  The  main  portion  of 
the  uterus  actually  thickens  by  retraction  as  labour  goes  on, 
and  becomes  strengthened,  as  it  were,  at  the  expense  of  the 
lower  part.  Primary  rupture  of  the  body  or  fundus,  when  it 
does  occur,  is  usually  due  to  disease  of  the  uterine  wall,  or  to 
the  presence  of  a  scar  of  a  former  rupture  or  Caesarian  section. 
In  such  cases  the  rupture  may  occur  during  pregnancy,  or 
during  an  ordinary  labour  without  any  obstruction.  These 
cases  are  dealt  with  under  the  head  of  spontaneous  rupture. 

Varieties. — (1)  Complete,  where  the  tear  involves  the  entire 
uterine  wall  right  through  into  the  peritoneal  cavity.  (2)  In- 
complete, where  the  mucous  and  muscular  layers  alone  are 
involved  ;  where  the  peritoneal  layer  alone  gives  way  ;  and 
lastly,  where  the  peritoneal  and  muscular  layers  are  torn,  but  the 
mucous  one  remains  intact.  This  latter  variety  is  exceedingly 
rare. 

Gause.H. — The  usual  cause  is  excessive  thinning  of  the  lower 
uterine  segment.  This  may  be  due  to  obstruction  from  a 
contracted  pelvis,  a  tumour  blocking  the  passage,  a  transverse 
presentation,  hydrocephalus  or  some  other  abnormality  of  the 
fcctus,  obliquity  of  the  uterus,  a  rigid  cervix,  or  impaction  of 
the  anterior  lip  of  the  cervix.  In  some  cases,  compression  of 
the  uterine  wall  between  the  head  and  the  promontory,  or  an 
exostosis  of  the  brim,  will  cause  it.  Mahgnant  disease  of  the 
uterine  wall,  or  the  scar  of  a  former  rupture  or  Caesarian  section, 
will  predispose  to  it,  and  in  some  cases  fatty  degeneration  of  the 
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muscle  fibres,  iiiid  (!specially  a  defeneration  of,  or  a  want  of 
development  of,  elastic  tissue  in  the  wall.  The  administi-ation 
of  ergot  in  the  second  stage  of  labour  has  already  been  men- 
tioned as  a  cause,  but  perhaps  the  most  frequent  cause  is 
an  injudicious  attempt  to  deliver  by  version  in  impacted  trans- 
verse cases,  or  after  failure  with  forceps  in  vertex  or  face  cases  ; 
or  by  dragging  through  an  undiminished  after-coming  hydro- 
cephalic head,  or  an  ordinary  sized  head  through  a  rigid 
partially  dilated  cervix,  either  with  forceps  or  by  traction  on  the 
body. 

Symptoim. — Where  it  occurs  from  uterine  action,  the  pains 
usually  become  stronger  and  stronger,  and  at  shorter  intervals, 
until  they  are  almost  continuous,  and  then  they  suddenly  cease 
and  the  patient  collapses.  She  may  exclaim  that  something 
has  given  way.  If  you  were  to  examine  the  abdomen  liefore 
the  rupture  had  occurred,  you  would  find  the  uterus  very  hard 
and  a  sulcus  running  across  the  abdomen,  usually  somewhat 
obliquely,  somewhere  between  the  top  of  the  symphysis  pubis 
and  the  umbilicus.  The  part  of  the  uterus  below  this  would 
feel  tense  and  thin,  and  be  tender  to  the  touch.  If  you  were 
to  watch  the  case,  you  would  find  this  sulcus  rise  higher  and 
higher.  This  is  Bandl's  ring,  and  I  need  hardly  say  nobody 
would  be  justified  in  watching  to  see  it  rise  higher  and  higher 
in  the  abdomen.  The  appearance  of  Bandl's  ring  is  a  danger 
signal  which  should  never  be  disregarded.  A  distended  bladder 
gives  very  much  the  same  appearance  to  the  eye  as  Bandl's 
ring,  but  to  the  touch  the  conditions  are  very  different,  as  in  the 
former  condition  you  feel  a  fairly  thick,  somewhat  fluid,  mass 
below  it,  while  in  the  latter  there  appears  to  l)e  very  little 
between  your  hand  and  th  ■  part  of  the  child  which  is  at  the 
bi'im. 

As  soon  as  the  pains  cease  there  will  be  more  or  less 
haemorrhage  from  the  vagina,  and  the  patient's  pulse  will 
show  profound  collapse,  much   more    marked   than  the  amount 
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of  htemoiThage'  would  indicate.  If  you  now  examine  per 
vaginam  you  will  find  that  the  pi'esenting  part  has  receded^ 
or  can  easily  be  pushed  back.  If  the  child  has  escaped 
partially  or  wholly  into  tlie  peritoneal  cavity,  you  may  be  able 
to  palpate  two  tumours  through  the  abdominal  wall.  If  only 
a  partial  rupture  has  occurred,  palpation  may  not  reveal  much,. 
hut  if  the  blood  has  escaped  round  the  lower  uterine  segment,, 
under  the  loose  peritoneum,  towards  the  front,  there  will  be  a 
change  in  the  sulcus,  making  it  much  more  apparent  in  parts. 

In  complete  rapture  the  placenta  may  escape  into  the 
peritoneal  cavity  along  with  the  foetus,  but  in  some  cases  it 
escapes  into  the  vagina.  In  very  rare  instances,  apart  from 
placenta  praevia,  the  placenta  is  born  before  the  child,  but  when' 
it  does  come  first,  unless  the  case  be  one  of  placenta  praevia,, 
you  should  always  suspect  rupture  of  the  uterus. 

In  cases  where  rupture  occurs  during  an  attempt  at  delivery 
there  is  the  same  profound  shock  and  haemorrhage,  and  the 
practitioner,  if  he  has  his  wits  about  him,  ought  to  be  able 
to  recognise  at  once  what  has  occurred. 

Diaqnosis. — The  stoppage  of  the  pains,  the  collapse,  the 
haemorrhage,  and  the  recession  of  the  presenting  part  plainly 
indicate  what  has  occurred.  Concealed  accidental  haemorrhage 
is  the  only  condition  which  will  give  rise  to  such  profound 
shock.  It,  of  course,  does  not  occur  during  the  second  stage 
of  labour,  and  the  distention  of  the  uterus  and  continuous 
pain  in  the  abdomen  should  at  once  enable  you  to  distinguish 
between  the  two. 

If  the  rupture  is  complete  and  the  child  lias  escaped  intO' 
the  peritoneal  cavity,  palpation  will  reveal  two  tumours,  and 
you  will  be  able  to  make  out  the  foetal  parts  with  distinctness.. 
The  presenting  part  may  or  may  not  have  entirely  receded., 
[f  it  is  incomplete  the  presenting  part  will  not  have  completely- 
receded,  and  abdominal  palpation  will  reveal  that  the  child 
is  still   in  the  uterus,  although    the    effused  blood  mav  have- 
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somewhat  changed  the  shape  of  the  uterus.  The  parts  of  the 
child  will  not  be  very  easily  made  (;ut,  and  there  will  not  be 
two  tumours  in  the  abdomen. 

Pror/nosis. — The  condition  is  a  very  serious  one,  especially 
when  the  rupture  is  complete.  The  patient  may  die  of  haemor- 
rliage  and  shock  in  a  very  few  minutes,  or  later  from  septic 
peritonitis. 

Treatment. — Prophylactic  treatment  is  of  the  utmost  im- 
portance here.  Proper  treatment  in  obstructed  labours  will 
•enable  you  to  prevent  rupture  in  the  great  majority  of  cases, 
while  improper  treatment  will  mei-ely  precipitate  matters. 
When  speaking  of  the  various  forms  of  obstructed  labour, 
I  have  dealt  with  this,  and  shall  merely  recapitulate  here. 

In  an  obstructed  labour,  if  the  uterus  is  in  a  tonic  state  of. 
contraction  and  Bandl's  ring  is  apparent,  immediate  delivery  is 
absolutely  necessary.  Chloroform  should  be  administered  at 
once  to  lessen  the  strain  on  the  uterus.  Put  the  patient 
deeply  under.  If  the  head  is  presenting,  and  the  child  alive, 
and  delivery  by  forceps  possible,  apply  the  instruments  at  once. 
If  you  fail  do  not  persevere  very  long,  but  perforate  the  head 
and  deliver.  If  the  child  is  dead  do  this  at  once.  Under  no 
■consideration  attempt  to  do  version.  If  the  pelvis  is  badly 
contracted  do  a  Caesarian  section  as  quickly  as  possible,  re- 
moving the  uterus  if  there  is  any  risk  of  its  having  been 
infected.  In  a  breech  case  deliver  by  traction,  and  if  the 
after-coming  head  is  hydrocephalic  or  too  large  to  come  through 
easily,  perforate  it.  To  get  the  body  of  the  child  down  it  may 
be  necessary  to  perforate  the  abdomen.  In  impacted  shoulder 
cases  do  not  attempt  to  turn,  but  either  decapitate  or  eviscerate 
and  cut  the  spine  across.  At  the  risk  of  being  considered 
tedious  I  once  more  repeat  that  if  you  fail  to  deliver  with 
forceps,  i.e.,  if  the  instruments  hold  well,  never  attempt  to 
turn.  Most  of  the  cases  of  rupture  brought  to  us  in  the 
hospital  have   been  caused  in  this  way. 
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In  delivering  a  case  where  rupture  is  threatened,  the  ruother 
alone  must  be  considered,  and  the  method  adopted  which  will 
cause  the  least  risk  to  her,  no  matter  if  it  means  sacrificing  the 
child.  If  you  can  save  both  that  is  a  triumph,  but  you  must 
not  expose  the  mother  to  any  extra  risk,  in  the  interest  of  the 
child. 

To  prevent  rupture  from  the  cervix  upwards  into  the  body 
of  the  uterus,  either  during  delivery  by  forceps  or  during  the 
passage  of  an  after-coming  head,  always  make  sure  that  the  os 
is  sufficiently  dilated  to  allow  the  head  to  pass  without  tearing. 
Never  liurry  delivery  where  there  is  any  risk  of  tearing  of  the 
cervix. 

When  the  rupture  has  occurred,  we  have  to  extract  the  child 
and  placenta,  and  then  deal  with  the  uterus.  The  method  to 
be  adopted  will  depend  upon  the  circumstances  of  the  case. 
The  child  and  placenta  may  be  delivered  through  the  vagina 
or  through  an  abdominal  incision.  In  an  incomplete  rupture, 
if  delivery  can  possibly  be  effected  through  the  vagina,  it  should 
be  done,  but,  of  course,  if  there  is  much  obstruction,  as  from  a 
contraction  of  the  pelvis  or  a  tumour,  the  abdominal  route  must 
l)e  chosen.  If  the  head  presents,  perforate  it ;  if  the  shoulders, 
decapitate  or  eviscerate  and  sever  the  spine ;  and  if  it  be  the 
breech,  pull  it  down  with  a  blunt  hook  and  perforate  the  abdo- 
men and  after-coming  head  if  required.  The  child  will  be  dead, 
so  you  need  have  no  hesitation  in  mutilating  it.  When  the 
child  is  delivered  follow  up  the  cord,  and  extract  the  placenta 
and  any  clots  that  may  be  in  the  uterus. 

In  a  case  of  complete  rupture,  if  the  child  has  only  been 
partly  expelled  into  the  abdominal  cavity,  and  the  presenting 
part  is  within  reach,  and  there  is  not  much  obstruction,  it  may 
be  delivered  through  the  vagina  in  the  same  way.  If  it  has 
completely  receded  into  the  abdominal  cavity,  it  will  be  much 
l)etter  to  open  the  abdomen  at  once  and  deliver  as  in  a  Caesarian 
section. 
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How    lo  Deal  with  the   Uterus. 

ill  iiicouiplete  ruptuie,  when  the  peritoneal  hiyer  is  intact, 
thoroughly  wash  out  the  uterus  and  rent,  using  sterilised  water 
or  an  antiseptic  lotion.  When  the  parts  are  as  aseptic  as  they 
€an  be  made,  plug  the  rent  and  uterus  with  iodoform  gauze. 
The  plug  may  be  left  in  for  forty-eight  hours,  but  not  longer. 
It  should  then  be  removed,  the  parts  douched  and  a  fresh 
plug  inserted. 

When  the  peritoneal  layer  alone,  or  it  and  the  muscular  layer 
are  involved,  there  will  be  profuse  internal  haemorrhage,  and 
this  can  only  be  dealt  with  by  opening  the  abdomen  and  either 
stitching  or  removing  the  uterus,  as  in  a  complete  rupture. 

In  a  complete  rupture,  if  the  child  has  been  extracted  through 
the  vagina,  the  question  comes  to  be  whether  the  abdomen 
should  be  opened.  If  there  has  not  been  much  bleeding  and 
the  peritoneal  cavity  is  not  infected,  washing  out  with  sterihsed 
water  and  then  plugging  with  iodoform  gauze,  so  as  to  prevent 
the  bowels  prolapsing  and  to  ensure  good  drainage,  will  probably 
give  the  best  results.  On  the  other  hand,  if  the  abdominal 
cavity  contains  a  large  amount  of  clot  and  the  bleeding  is  con- 
tinuing, abdominal  section  should  be  done  at  once.  In  such  a 
case,  and  in  those  in  which  abdominal  section  has  been  done 
previous  to  dehvery,  how  should  the  uterus  be  dealt  with  ? 

1.  By  Suture. — If  the  tear  is  clean  cut  and  in  a  position 
which  can  easily  be  reached,  suturing  may  be  done,  but  in 
most  cases  it  is  out  of  the  question.  The  sutures  should  be 
put  in,  the  same  as  in  Caesarian  section,  deep  and  superficial. 
The  superficial  sutures  must  be  put  in  with  great  care,  so  as  to 
bring  the  peritoneal  edges  well  together  to  prevent  any  dis- 
charge from  the  wound  getting  into  the  peritoneal  cavity. 
While  suturing,  the  patient  may  be  placed  in  the  Trendelen- 
burg position,  as  this  will  give  a  clearer  view  of  the  parts. 

2.  By  Drainage. — If  suturing  is  impracticable,  the  wound 
may  be  ti-eated  by  drainage,  by  means  of  a  large  ruliber  tube  or 
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a  strip  of  iodoform  gauze — ^the  latter  preferably.  The  end  should 
be  passed  down  into  the  vagina,  but  in  some  cases  it  may  be 
better  to  bring  it  out  at  the  lower  end  of  the  abdominal  incision. 
The  gauze  may  be  left  in  for  a  week,  if  the  parts  remain  sweet. 
Wherever  it  is  possible,  drainage  should  l)e  employed,  as  it 
gives  the  best  results. 

3.  Removal  of  the  Uterus. — In  some  cases  you  may  have 
to  do  this,  as,  for  instance,  when  the  rent  is  at  the  fundus  or 
is  very  extensive.  An  ordinary  Porro's  operation  may  be  done, 
fastening  the  stump  of  the  cervix  in  the  lower  edge  of  the  wound, 
or  the  stump  of  the  cervix  may  be  covered  with  peritoneum  and 
left  in  the  pelvic  floor,  or  you  may  do  a  complete  extirpation. 

In  all  cases,  when  the  abdomen  is  opened,  the  peritoneal' 
cavity  should  be  cleansed  of  all  clot  and  debris,  if  the  patient's 
condition  will  allow  of  it,  but  if  she  is  very  much  collapsed,  and 
there  has  been  no  interference  to  cause  septic  infection,  too 
much  time  should  not  be  spent  over  the  peritoneal  toilet. 
Blood  clot,  vernix  caseosa,  or  liquor  amnii  will  do  no  harm  pro- 
vided they  are  aseptic.  A  large  saline  infusion  should  be 
given,  and  if  the  peritoneal  cavity  is  closed  a  quart  or  more  of 
normal  saline  solution  may  be  left  in  it.  Free  stimulation  will 
be  required.  The  subsequent  treatment  will  be  the  same  as  after 
any  abdominal  section. 

If  the  uterus  is  left,  the  question  of  sterilising  the  patient  is 
a  very  important  one  to  consider.  In  most  cases  I  think  the 
tubes  should  be  tied  and  cut  to  prevent  future  pregnancies, 
because  rupture  would  be  very  liable  to  recur  if  she  should 
again  become  pregnant.  If  a  woman  has  once  come  safely 
through  such  an  ordeal,  she  should  be  saved  from  the  risks  of 
facing  it  again. 

Ctt.st'  I. — Liicomplete  Rupture  Caused  by  an  Attempt  to  Turn  in 
a  Mento-'postevior  Case,  after  Failure  witJi  Forceps. — -The  patient 
died  undelivered  a  few  minutes  after  she  reached  the  hospital. 
(For  details  see  page  312  and  fig.  7,  page  203.) 
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Case  II. — Mrs.  D.,  viii.-para,  aet.  thirty-eight.  History  of 
former  laliours :  First  and  second  children  were  born  to  a 
former  husband,  and  the  nature  of  the  labours  is  unknown. 
The  third  and  fourth  were  instrumental,  children  alive  ;  fifth, 
born  on  the  floor  without  assistance ;  sixth,  instrumental, 
still-born;  seventh,  haemorrhage  and  miscarriage;  eighth,  the 
present. 

The  patient  had  been  in  labour  two  and  a  half  days.  She 
was  sent  in  by  a  medical  man,  with  the  history  of  htemorrhage  ; 
attem])ted  delivery  by  forceps  and  then  turning. 

On  admission  she  was  collapsed  looking,  lips  pale,  pulse 
feeble.  There  was  very  little  external  haemorrhage  ;  the  cord 
was  prolapsed  and  pulseless.  On  palpating  the  abdomen  two 
masses  could  be  felt  with  a  distinct  groove  between. 

I  saw  her  shortly  after  admission,  and  had  her  put  under 
chloroform  at  once.  I  found  the  diagonal  conjugate  measured 
four  inches.  There  was  a  leg  in  the  vagina,  and  the  other  foot 
was  at  the  brim,  and  the  placenta  lay  loose  alongside  of  it. 
On  removing  the  placenta  a  large  tear  was  found  in  the  left  side 
of  the  uterus,  extending  through  the  cervix  and  upper  part  of 
the  vagina.  The  child's  body  was  in  the  peritoneal  cavity,  and 
the  body  of  the  uterus  was  lying  to  the  right  side,  well  con- 
tracted. The  breech  was  brought  down  and  the  body  delivered. 
I  then  perforated  the  after-coming  head  and  got  it  away  easily. 
The  child  weighed  7^  lb. 

There  was  no  bleeding.      The  patient  was  freely  stimulated. 

Dr.  Cameron  saw  her  with  me,  and  we  decided  to  remove 
the  uterus.  The  rent  was  so  extensive  that  plugging  seemed 
out  of  the  question,  and,  besides,  we  were  perfectly  sure  that 
no  proper  precautions  had  l:)een  taken  to  render  the  parts 
aseptic  during  the  prolonged  manipulations  she  had  been  sub- 
jected to  before  she  was  brought  to  hospital.  In  the  abdomen 
we  found  a  large  quantity  of  blood  clot.  The  laceration  extended 
up  obliquely,  the  serous  surface  l^eing  torn  almost  to  the  level 
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of  the  left  Fallopian  tube.  Clamps  were  put  on  the  broad 
ligaments  and  the  uterus  amputated.  The  broad  Hgaments 
were  then  tied  and  the  cervix  extirpated.  The  floor  of 
Douglas's  pouch  was  then  stitched  across  by  interrupted 
sutures,  but  it  could  not  be  completely  closed.  The  abdomen 
was  cleansed  and  closed  in  the  usual  way. 

In  spite  of  free  stimulation  the  patient  never  rallied,  but  died 
eleven  hours  after  the  operation. 

In  both  of  these  cases  the  rupture  was  caused  by  attempts 
at  version  after  failure  with  forceps. 

Case  III. — The  following  case  occurred  in  the  hospital,  but 
not  in  my  hands  : — 

The  patient  was  an  unmarried  primipara,  aet.  twenty-eight, 
the  subject  of  an  irregularly  contracted  pelvis  with  ankylosis 
of  the  left  hip  joint  from  old-standing  disease.  She  was  sup- 
posed to  be  entering  on  her  ninth  month  of  pregnancy.  La  bom- 
was  induced  by  using  first  sponge  tents,  a  bougie,  and  after- 
wards Barnes'  bags.  When  the  largest  bag  had  been  expelled 
the  membranes  ruptured.  The  os  was  fully  dilated  manually, 
and  axis-traction  forceps  were  applied.  As  the  head  did  not 
enter  the  brim,  Cameron's  antero-posterior  forceps  were 
substituted.  The  head  was  then  delivered,  but  found  to  be 
crushed.  The  uterus  contracted  well,  and  the  placenta  came 
away  after  some  time.  There  was  no  bleeding,  but  the  patient 
looked  somewhat  collapsed.  A  hot  douche  of  carboHc  (1  in 
120)  was  given.  As  the  fluid  did  not  return  the  nozzle  was 
withdrawn,  as  it  had  evidently  passed  into  the  peritoneal  cavity. 
The  fluid  immediately  drained  away,  but  the  patient  coUapsed 
and  died  in  a  few  minutes. 

At  the  post-mortem  examination  a  small  quantity  of  sanguin- 
eous fluid  was  found  in  the  abdominal  cavity,  but  no  blood, 
and  the  uterus  was  found  to  have  a  transverse  rent  in  the  lower 
part  of  the  posterior  wall,  just  opposite  the  promontory,  about 
2  in,  in  length  (fig.  26).  The  head  had  crushed  the  uterus 
27 


4iS 


CLINICAL  OBSTETRICS. 


against  the  promoutorv  and  caused  this.      The  true  conjugate 
me.asured  2^  in. 

It  is  difficult  to  understand  why  the  injection  of  the  warm 
fluid  into  the  abdominal  cavity  caused  such  a  sudden  collapse. 
It  was  so  sudden  that  the  carbolic  could  not  have  caused  it. 
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Fig.  26. — Rupture   of   the   posterior   wall   of   the   uterus   from  pressure 
of  the  promontory. 

Spontaneous  Rupture.— I  have  never  seen  a  case  of  this 
during  pregnancy,  but  the  following  one  occurred  during  an 
ordinary  unobstmcted  labour  : — 

Ca.se  IV. — Mrs.  C,  set.  thirty-two,  vii.-para,  was  admitted  to 
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Fig.  -27.  — Spoutaueous  rupture  of  the  uterus. 


42.)  CLIMCAL   OBSrETRICS. 

the  Maternity  Hospital  from  the  outdoor  department  on  account 
of  slight  anti-partum  bleeding.  On  admission  at  11  a.m.  the 
discharge  had  ceased.  The  os  admitted  two  fingers.  The  head 
presented  in  the  first  position.  She  was  having  regular  pains 
and  the  pulse  was  good.  There  was  no  overdistention  of  the 
uterus.     The  resident  plugged  the  vagina. 

I  saw  the  patient  at  12.30  p.m.  and  removed  the  vaginal  plug. 
There  was  no  bleeding,  and  the  os  had  now  dilated  to  about  the 
size  of  a  crown-piece.  The  membranes  were  intact,  but  there 
were  no  forewaters.  The  pains  were  increasing  in  strength. 
Careful  palpation  of  the  uterus  showed  that  there  was  no  in- 
ternal ha&morrhage.  She  complained  of  some  pain  low  down 
and  to  the  left,  but  nothing  abnormal  could  be  felt  there.  As 
labour  was  apparently  going  on  naturally  I  advised  leaving 
delivery  to  nature. 

About  2  P.M.,  shortly  after  1  had  left  the  hospital,  she  had  a 
violent  pain,  and  screamed  out  that  something  had  given  way. 
She  had  three  of  these  pains  in  quick  succession  and  then 
collapsed  completely.  The  resident  examined  her  at  once  and 
found  the  os  fully  dilated  and  the  head  partly  in  the  pelvis. 
The  vaginal  portion  of  the  cervix  was  then  intact.  She  was 
given  a  slight  whiff  of  chloroform  and  delivery  effected  with 
forceps.  A  large  amount  of  clot  and  the  placenta  were  at 
once  removed.  A  large  tear  was  felt  extending  right  up  the 
left  side  of  the  uterus  from  the  cervix  to  fundus.  The  uterus 
and  rent  w^ere  plugged,  and  a  saline  infusion  and  stimulants 
given  ;  but  the  patient  died  in  a  few  minutes,  just  as  I  reached 
the  hospital. 

The  uterus  was  afterwards  removed  through  the  vagina.  The 
tear  extended  almost  to  the  fundus  on  the  left  side  (see  figure 
27).  The  vaginal  portion  of  the  cervix  had  evidently  given 
way  during  the  delivery,  as  the  resident  was  sure  it  was  intact 
when  he  apphed  the  forceps.  One  would  expect  this  to  happen. 
To  the  naked  eve  the  muscular  fibres  appeared  pale,  but  the 
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uterine  wall  was  of  normal  thickness.    A  piece  was  removed  and 
hardened  in  perchloride  of  mercury  solution. 

The  following  is  Dr.  A.  R.  Ferguson's  report : — 

"  Rupture  of  Gravid  Uterus  ;  Histological  Examina- 
tion AND  Report. 

"  (The  tissue  was  fixed  in  saturated  solution  of  perchloride 
of  mercury,  and  pieces  of  about  1  cm.  in  diameter  were  after- 
wards embedded  in  paraffin  and  sectioned.) 

"  A  certain  amount  of  haemorrhage  is  evident  at  and  near 
the  ruptured  edge  of  the  tissue — red  blood  corpuscles  being 
observed  lying  in  the  interstitial  tissue  for  a  considerable 
distance  remote  from   the  ruptured  edge. 

"  There  is  distinct  evidence  of  degeneration  of  the  muscle- 
fibres  in  the  vicinity  of  the  seat  of  rupture.  Many  are  swollen 
and  hyaline  in  appearance,  nuclear  staining  in  these  being 
practically  absent.  Muscle-fibres  of  these  characters  are  found 
in  the  uterine  tissue  at  a  considerable  distance  from  actual  seat 
of  rupture. 

"  The  muscle-fibres  at  the  actual  seat  of  rupture  are,  for  the 
most  part,  atrophied  and  shrunken,  and  in  many  places  exhibit 
transverse  or  irregular  fractures  of  the  muscle  substance 
Nuclear   staining   in   the   fibres   is   absent. 

"  The  blood-vessels  of  the  uterine  wall  appear  healthy, 
though  the  peri-vascular  lymph-spaces  are,  in  most  cases, 
occupied   by  red-blood   corpuscles. 

"  Some  of  the  sections  are  specially  treated  to  demonstrate 
the  elastic  tissue  constituents  of  the  connective  tissue.  It  is 
observed  that  elastic  tissue  fibres  are  relatively  scanty  near  the 
ruptured  edge.  In  this  situation  they  also  stain  more  feebly 
than  elsewhere.  Many  are  broken  up,  and  present  slight 
irregulai'ities  of  contour.  No  decided  swellings  or  nodes  in  the 
course  of  any  of  these  fibres  can,  however,  be  detected." 
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The  etiology  of  spontaneous  rupture  of  the  uterus  is  some- 
what obscure.  In  the  Centralblatt  fi'ir  Gynaekologic  for  Feb- 
ruary, 1898,  Dr.  Michael  Poroschin  published  a  most  interesting 
paper  on  this  subject,  founded  on  a  case  of  incomplete  rupture 
of  the  posterior  uterine  wall,  caused  by  a  fall  on  the  back  two 
days  before  labour  had  set  in.  The  patient,  xi.-para,  was 
forty-five  years  old.  When  admitted  the  os  was  beginning  to 
dilate  and  everything  seemed  normal,  but  when  the  contractions 
became  stronger,  she  complained  of  pain  in  the  abdomen,  and 
became  collapsed.  The  uterus  was  found  to  have  increased  in 
size,  and  there  was  some  bloody  discharge  from  the  vagina. 
Concealed  accidental  haemorrhage  was  diagnosed.  The  mem- 
branes were  ruptured,  and  a  large  amount  of  liquor  amnii 
evacuated.  Delivery  was  effected  by  expression,  and  the  uterus 
emptied  of  the  placenta  and  clots  by  Crede's  method.  The 
uterus  soon  contracted  and  stopped  the  haemorrhage,  but  the 
patient  died  two  and  a  half  hours  later.  The  post-mortem 
examination  revealed  a  rather  deep  and  long  irregular  tear  of 
the  posterior  uterine  wall,  extending  through  the  muscular 
tissue,  but  not  involving  the  peritoneum.  He  considered  that 
there  had  first  been  a  slight  rupture  caused  by  the  fall,  and, 
as  no  large  vessels  had  been  involved,  the  l)leeding  had  not 
been  great ;  but,  as  soon  as  the  uterine  contractions  had  become 
strong,  the  tearing  had  increased,  and  the  haemorrhage  became 
so  great  as  to  entirely  separate  the  placenta,  and  distend  the 
uterus.  In  my  case  it  is  quite  possible  that  a  slight  incomplete 
rupture  had  occurred  before  the  patient  was  admitted.  This 
would  account  for  the  haemorrhage.  I  am  led  to  think  this 
likely,  from  the  patient  having  complained  of  some  pain  low 
down  and  to  the  left  of  the  uterus,  irrespective  of  the  uterine 
contractions.  As  careful  palpation  did  not  reveal  anything 
abnormal,  I  did  not  attach  any  importance  to  her  complaint. 
We  got  no  history  of  any  injury,  but  she  may  have  overstrained 
herself  in  getting  out  of  one  of  those  high  beds  so  common  in 
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working-men's   house';.       The   bleeding  had  come  on   shortly 
after  she  had  risen. 

In  Poroschin's  case  the  uterus  showed  no  special  changes  to 
the  naked  eye.  Microscopic  examination  showed  the  muscle 
fibres  cloudy,  slightly  outlined,  with  pale  coloured  nuclei.  In 
the  deeper  layers  of  the  torn  muscle  there  was  infiltration  of 
blood,  but  neither  the  muscle  fibres  nor  the  red  corpuscles  were 
changed.  On  examining  the  elastic  tissue  he  found  it  almost 
entirely  w^anting.  Elastic  fibres  were  only  to  be  seen  in  the 
walls  of  the  vessels,  and  there  they  looked  rather  angular, 
nodulous,  and  sometimes  granular.  The  fibres  were  solid, 
without  offshoots,  and  did  not  unite  with  one  another.  The 
elastic  tissue  of  neighbouring  vessels  did  not  intermingle,  and 
no  offshoots  passed  into  the  neighbom"ing  tissue.  From  this 
he  concluded  that  the  rupture  was  due  to  the  want  of  elastic 
tissue. 

In  the  Journal  of  Obstetrics  and  Gyncecology  of  the  British 
Empire  for  February,  1902,  Milne-Murray  has  described  an 
interesting  case,  where  complete  rupture  occurred  at  the  very 
beginning  of  laljour.  He  amputated  the  uterus  and  saved  the 
patient.  In  1866,  Professor  Simpson  reported  an  almost 
identical  case.  In  Milne-Murray's  case  the  uterus  presented 
no  abnormahty  to  the  naked  eye,  and  under  the  microscope 
the  structure  seemed  perfectly  normal,  with  no  suggestion  of 
fatty  degeneration  of  the  fibres.  In  Simpson's  case  there  was 
marked  fatty  degeneration.  In  neither  report  is  there  any 
mention  of  the  elastic  tissue,  and  presumably  no  special 
staining  was  used  to  demonstrate  its  condition. 

My  case  differs  somewhat  from  Dr.  Poroschin's,  in  that  the 
muscle-fibres  were  degenerated,  while  the  elastic  elements 
were  present,  but  scanty  and  degenerated.  I  think  there  can 
be  no  doubt  that  the  degeneration  of  the  muscular  fibres  and 
elastic  elements  accounts  for  the  rupture  happening,  without 
any  extra   strain   having   been   thrown  upon  the  uterus. 
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Treatment. — As  spontaneous  rupture  occurs  without  any 
warning,  prophylactic  treatment  cannot  be  adopted.  After  the 
rupture  has  occurred,  the  same  treatment  should  be  adopted 
as  in  rupture  in  obstructed  cases.  Eemoval  of  the  uterus 
would  probably  be  called  for,  and  Milne-Murray's  success  would 
encourage  one  to  try  it,  even  in  badly  collapsed  cases.  In  a 
case  occurring,  as  Murray's  and  Simpson's  did,  at  the  beginning 
of  labour,  the  abdomen  should  be  opened  as  quickly  as  possible 
so  as  to  be  able  to  control  the  bleeding  before  the  patient  has 
become  collapsed. 


CHAPTEE  XXXII. 

MISSED  LABOUE. 

Case — Retention  in    Utero  of  a  Dead  Foetus — Case — Habitual   Death  of 
the  Fretus  in  the  Later  Months  of  Pregnancy — Cases. 

Playfaib,  in  his  Midivifery,  says  :  "  The  term  missed  labour  is 
iipplied  to  an  exceedingly  rare  class  of  cases,  in  which,  at  full 
period  of  pregnancy,  labour  has  either  not  come  on  at  all,  or, 
liaving  commenced,  the  pains  have  subsequently  passed  off, 
;ind  the  foetus  is  retained  in  utero  for  a  considerable  length  of 
time.  Under  such  circumstances  it  has  usually  happened  that 
the  membranes  have  ruptured  at  or  about  the  proper  time,  and 
the  access  of  air  to  the  foetus  in  utero  has  been  followed  by 
decomposition." 

The  causes  of  missed  labour  usually  given  are  "  abnormal 
absence  of  uterine  irritability  or  of  that  residing  in  the  reflex 
nervous  centres,  obstructed  labour,  and  unusual  close  adhesions 
of  the  placenta  "  (Lusk). 

The  retention  of  a  dead  foetus  in  utero  up  to  term  is  not  very 
uncommon,  especially  in  twin  pregnancies.  I  have  already 
referred  to  several  such  cases,  but  the  same  condition  may  arise 
in  a  single  pregnancy.  Missed  abortions  have  already  been 
dealt  with,  and  I  shall  shortly  relate  a  case  where,  after  a 
missed  miscarriage,  the  patient  retained  the  foetus  until  full 
time. 

A  good  many  cases  of  so-called  missed  labour  have  l)een 
recorded,  in  some  of  which  the  foetus  had  been  retained  in  utero 
for  many  years.  In  the  famous  case  of  Dr.  Cheston  the  period 
(425) 


426  CLINICAL  OBSTETRICS. 

of  retention  was  stated  to  have  been  fifty-two  years.  T  agree 
with  Bland-Sutton  that  this  was  really  a  retained  extra-uterine 
gestation,  and  not  a  true  case  of  missed  labour.  The  late  Dr. 
Angus  Macdonald  removed  one  horn  of  a  bicornate  uterus 
containing  a  foetus  which  had  been  retained  for  a  year.  He 
maintained  that  all  cases  of  missed  labour  were  really  instances 
of  conception  in  one  horn  of  a  bicornate  uterus,  where  there 
was  an  obstruction  to  the  passage  of  the  child,  either  from  the 
canal  of  the  cervix  being  too  narrow  or  occluded.  Other  similar 
cases  have  been  recorded. 

There  is  no  doubt  that  some  of  the  recorded  cases  of  missed 
labour  have  really  been  pregnancies  in  one  horn  of  a  bicornate 
uterus,  or  extra-uterine  pregnancies,  but  some  of  them  have  cer- 
tainly been  instances  of  retention  of  the  foetus  in  the  uterine 
cavity. 

Diagnosis. — The  fact  that  there  is  a  foetus  in  the  uterus  is 
easily  ascertained,  but  the  difficult  point  to  decide  is  whether 
or  not  the  woman  has  really  gone  beyond  full  time.  If,  at  the 
expected  time,  the  labour  begins  with  the  rupture  of  the  mem- 
branes and  then  all  contractions  cease  for  weeks,  one  can  be 
pretty  sure  of  one's  diagnosis. 

Prognosis. — If  the  membranes  have  ruptured,  the  retained 
foetus  is  sm-e  to  become  septic,  and  the  woman  will  run  a  very 
serious  risk,  but  so  long  as  the  foetus  is  non-septic  she  will  run 
very  little  risk  from  its  retention.  The  foetus  may  macerate, 
but  so  long  as  air  does  not  enter,  it  will  remain  non-poisonous  to 
the  mother.  With  a  septic  foetus,  ulceration  of  the  uterus  may 
occm-,  as  in  one  case  recorded  by  Sir  James  Simpson,  where 
an  opening  formed  into  the  transverse  colon,  and  caused  the 
woman's  death  thi'ee  months  after  term. 

Treatment. — If  one  is  absolutely  sure  that  the  term  has  been 
passed,  the  uterus  should  be  emptied.  This  must  be  done  with 
very  great  care,  as  the  walls  may  be  thinned  out  very  much. 
If  the  foetus  is  very  much  decomposed  and  coming  away  in 
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bits,  the  uterus  should  be  removed.  Macdonald  strongly  advo- 
cated Porro's  operation  in  all  cases,  on  the  supposition  that  all 
the  cases  were  conceptions  in  one  horn  of  a  bicornate  uterus. 

Case. — The  patient  was  forty-two  years  of  age,  pregnant  for 
the  thirteenth  time.  I  had  delivered  her  twice  before  :  the 
first  time,  in  December,  1890,  of  her  eleventh  child,  by  means 
of  high  forceps  ;  the  next  time,  in  1893,  of  her  twelfth  child,  by 
version,  for  prolapse  of  the  cord.  She  had  been  menstruating 
profusely  every  three  weeks  for  some  time,  until  it  ceased  in 
the  last  week  of  May,  1894.  She  was  quite  sure  of  the  date. 
In  August  her  face,  arms  and  legs  became  very  much  swollen, 
but  this  passed  off  in  a  short  time.  She  quickened  at  the  usual 
time,  but  stated  that  the  movements  were  never  very  vigorous! 
She  was  very  much  stouter  than  she  had  ever  been  in  former 
pregnancies.  On  1st  March,  while  stooping  at  the  fireside, 
cleaning  the  grate,  the  waters  suddenly  gushed  away  from  her 
in  great  quantity,  flooding  the  whole  floor.  She  felt  no  pain  at 
the  time,  l)ut  felt  slight  movements.  She  had  irregular  pains 
after  that  for  a  day  or  so. 

I  was  sent  for  on  the  9th,  eight  days  after  the  waters  had 
come  away.  The  foetal  heart  could  be  faintly  heard  to  the  left 
and  below  the  umbilicus,  and  she  still  felt  slight  movements. 
By  palpation  the  head  could  be  made  out  lying  above  the  brim 
and  to  the  left.  Per  vaginam  the  os  would  admit  one  finger, 
and  the  head  could  just  be  reached.  There  were  no  uterine 
contractions. 

Next  day  the  conditions  were  unaltered.  She  promised  to 
send  for  me  as  soon  as  the  pains  commenced. 

I  heard  nothing  more  about  the  case  until  the  27th,  and  had 
concluded  that  the  labour  had  either  ended  naturally,  or  that 
they  had  sent  to  the  Maternity  Branch,  as  her  former  labours 
had  been  conducted  in  connection  with  it. 

At  noon  of  the  27th,  I  found  her  having  strong  pains,  and 
the   head   of  a   putrid   foetus   presenting   at   the   vulva.       She 
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stated  that  all  movements  had  ceased  the  day  after  I  had 
last  seen  her.  She  had  remained  in  the  same  condition  until 
the  23rd,  when,  as  she  termed  it,  she  "  began  to  alter,"  and 
this  had  continued.  The  discharge  had  been  dark  and  t'oul- 
smelhng.     At  12  p.m.  on  the  26th  the  labour  pains  had  begun. 

The  delivery  was  easily  accomplished,  and  the  placenta  came 
away  naturally.  The  foetus,  a  male,  apparently  full  time,  was 
very  soft  and  putrid,  and  the  cord,  which  was  36  in.  long, 
was  quite  black.  The  placenta  was  somewhat  macerated, 
but  did  not  present  any  abnormality.  I  gave  an  intra-uterine 
perchloride  of  mercury  douche. 

Next  day  she  felt  very  faint,  and  was  much  troubled  with 
flatulence,  and  had  a  bad  headache,  but  the  temperature  was 
normal  and  the  pulse  98.  There  was  some  pain  over  the 
uterus.  She  was  poulticed  and  given  quinine.  After  that  she 
had  no  further  trouble,  and  was  up  in  about  a  week. 

The  case  of  occluded  os  with  prolonged  gestation,  given  on 
page  237,  might  be  classed  as  a  case  of  missed  labour.  The 
patient  had  pains  at  term,  and  thought  labom'  was  coming  on, 
but  she  was  not  delivered  for  nearly  four  weeks — 305  days 
from  the  cessation  of  menstruation.  Her  child,  however,  lived 
until  the  time  of  delivery,  l^ut  was  too  large  to  be  extracted 
ahve. 

In  the  present  case  the  "  abnormal  absence  of  uterine  ir- 
ritability "  seems  to  me  to  have  been  the  cause.  Tliis  was 
brought  about  by  the  uterus  having  been  overdistended  and 
practically  paralysed.  It  must  be  borne  in  mind  that  this 
was  her  thirteenth  pregnancy,  so  that  overdistention  would 
have  a  marked  effect  on  her  uterus.  I  did  not  see  the  woman 
before  the  escape  of  the  waters,  iDut  she  said  she  had  been  very 
much  stouter  than  with  any  of  her  other  children  ;  and  both 
she  and  her  neighbours  assured  me  that  so  much  water  came 
away  from  her  that  it  flooded  the  whole  floor.  They  estimated 
that  there  had  been  several  basinsful.     There  is  no  doubt  the 
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quantity  had  been  very  great.  The  loss  of  the  hquor  amnii 
would  account  for  the  death  of  the  foetus,  and  the  admission 
of  air  soon  rendered  it  putrid.  The  labour  came  on,  in  all 
probability,  at  the  time  when  a  menstrual  period  would  have 
occurred,  had  she  not  been  pregnant. 

Retention  in  Utero  of  a  Dead  Fcetus. — In  dealing  with 
missed  abortion,  the  retention  ui  utero  of  a  blighted  ovum 
has  akeady  been  referred  to.  It  is  usual,  when  a  foetus 
perishes  during  gestation,  for  it  to  be  retained  for  some  days 
or  even  weeks,  but  one  occasionally  meets  with  a  case  where 
the  woman  goes  to  full  time  and  even  beyond  it.  How  long 
a  dead  foetus  or  a  portion  of  conception  may  be  retained,  in 
utero  is  very  difficult  to  decide.  This  is  a  very  important 
question  from  a  medico-legal  point  of  view.  I  have  already 
referred  to  a  number  of  twin  cases,  in  which  one  of  the 
foetuses  was  retained  dead,  in  utero,  for  between  four  and  five 
months.  I  have  seen  several  cases  of  single  pregnancies,  where 
about  the  same  time  elapsed  before  the  foetus  was  expelled. 

The  following  case  is  a  typical  one,  and  I  was  fortunate  in 
seeing  it  at  the  time  the  fcetus  perished,  and  being  able  to 
diagnose  the  condition:  The  case  might  be  called  one  of 
missed  miscarricufe . 

Mrs.  A.,  a  multipara,  had  always  been  attended  by  me  at 
he*'  confinements.  When  she  was  about  three  months  preg- 
nant she  mentioned  to  me  that  she  would  probably  need  my 
services  in  the  following  July.  When  she  was  nearly  six 
months  gone  I  was  sent  for,  as  a  small  amount  of  bleeding 
had  occurred.  I  found  this  was  very  slight.  It  was  difficult 
to  define  the  exact  size  of  the  uterus,  as  the  abdominal  wall 
was  very  thick.  I  failed  to  hear  the  foetal  heart,  or  to  feel 
any  foetal  movements.  She  said  she  had  quickened  at  the 
usual  time,  but  that  the  foetal  movements  had  only  been  felt 
foi-  a  short  time.  I  told  her  I  thought  the  foetus  was  dead, 
but  I  could   not   be  absolutely  sure. 
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A  few  days'  rest  in  bed  stoiDped  the  bleeding.  I  examined 
her  a  month  later  and  found  the  uterus  about  the  size  of  a 
five  m®nths'  pregnancy.  No  foetal  heart  and  no  movements 
were  apparent.  She  said  that  she  was  sure  she  was  not 
pi'egnant  at  all,  as  her  abdomen  had  become  smaller,  and 
her  breasts  quite  flabby.  I  was  now  quite  sure  of  my  diagnosis. 
In  considering  the  question  of  treatment  the  patient  volunteered 
the  information  that  she  had  never  felt  better  in  her  hfe,  and 
she  therefore  did  not  relish  the  idea  of  any  interference.  I 
agreed  with  her  that  there  was  no  reason  for  doing  anything 
until  she  should  reach  full  time,  so  long  as  she  felt  quite  well 
and  there  was  no  discharge,  but  that,  if  the  uterus  did  not 
expel  its  contents  at  full  time,  steps  should  be  taken  to  empty 
it.  I  ventured  to  predict  that,  w^heu  full  time  was  reached, 
labour  would  come  on. 

She  kept  perfectly  well,  and  exactly  at  full  time  labour  set 
in,  and  a  small  macerated  five-month  foetus  was  expelled.  The 
placenta  was  very  adherent,  and  it  was  necessary  to  give  her 
chloroform  to  clear  it  out.  It  was  in  a  very  degenerated  fibroid 
condition.  The  patient  made  a  good  recovery.  Except  the  de- 
generated condition  of  the  placenta,  there  was  nothing  to  show 
what  had  caused  the  death  of  the  foetus.  There  was  no  indi- 
cation of  syphilis. 

Treatment. — Some  authorities  say  that,  so  soon  as  you  have 
diagnosed  such  a  condition,  you  should  clear  the  uterus  at  once. 
I  have  never  done  this,  and  in  quite  a  number  of  cases  the 
results  have  been  excellent.  I  think  it  is  well  to  leave  nature 
to  deal  with  the  condition,  so  long  as  there  is  no  discharge  or 
bad  effect  upon  the  woman's  constitution,  but  to  interfere  if  any 
discharge  occurs,  or  on  the  slightest  indication  of  the  patient's 
health  suffering.  A  discharge  will  indicate  either  that  the 
uterus  is  attempting  to  empty  itself,  or  that  the  membranes  have 
ruptured  and  the  ovum  become  septic.  Then  the  sooner  the 
uterus  is  cleaned  out  the  better.     I  have  always  been  struck 
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with  the  fact  that  women  with  macerated  foetuses  do  not  suffer 
much  in  health,  and  as  a  rule  make  perfectly  good  recoveries 
after  delivery.  We  have  many  such  cases  in  the  Maternity 
Hospital,  and  hardly  any  of  them  have  even  a  rise  of  tempera- 
ture. A  distinction  must  be  drawn  between  a  macerated  and 
a  septic  foetus.  So  long  as  the  membranes  are  intact,  a  mac- 
erated foetus  will  not  be  a  source  of  septic  poisoning,  but  once 
let  air  gain  admission,  and  a  very  virulent  septic  condition  will 
probably  arise.  Then  the  sooner  the  uterus  is  cleared  of  its 
contents  the  better. 

Habitual  Death  of  the  Foetus  in  the  Later  Months  of 
Pregnancy. — -Syphilis  has  already  been  referred  to  as  a  fre- 
quent cause  of  death  of  the  foetus,  but  there  are  a  certain 
number  of  non-syphilitic  cases  in  which  the  foetus  perishes, 
usually  in  the  later  months  of  pregnancy.  Time  after  time  this 
may  occur.  The  woman  may  apparently  be  in  perfectly  good 
general  health.  The  placenta  will  invariably  be  markedly 
degenerate.  Fatty,  fibroid,  and  calcareous  degeneration  will  be 
found  present.  The  time  of  the  death  of  the  foetus  is  usually 
about  the  same  in  one  pregnancy  after  another. 

Treatment. — If  you  are  fortunate  enough  to  get  the  patient 
to  treat  before  she  has  again  become  pregnant,  after  one  or  more 
losses  of  this  kind,  you  should  investigate  the  condition  of  the 
uterus  thoroughly,  and  treat  any  abnormal  condition  found. 
The  endometrium  will  probably  be  in  an  unhealthy  condition, 
and  special  attention  should  be  paid  to  it,  curetting  it  thoroughly 
if  necessary.  Most  of  the  cases,  however,  come  under  treat- 
ment after  conception  has  occurred.  Very  many  years  ago  Sir 
James  Simpson  advocated  treating  such  cases  by  giving  chlorate 
of  potash  continuously  throughout  the  pregnancy.  His  idea 
was  that  the  chlorate  would  give  up  its  oxygen  to  the  mother's 
blood,  and  in  that  way  the  foetal  blood  would  be  purified,  even 
although  the  placenta  were  degenerated.  As  a  matter  of  fact, 
the  chlorate  does  not  give  up  its  oxygen  to  the  blood,  but  it  un- 
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doubtedly  does  good,  probably  by  acting  upon  the  eadometrium, 
or  decidua,  as  it  then  is.  Theoretical  therapeutists  maintain 
that  the  continuous  use  of  chlorate  of  potash  for  several  months 
has  a  very  deleterious  effect  upon  the  red  blood  corpuscles. 
This  may  be  true  in  theory,  but  in  these  cases  it  certainly  does 
not  work  out  so  in  practice.  I  usually  administer  it  without 
bad  result,  in  10  gr.  doses  three  times  a  day,  from  the  fourth 
month  up  to  full  time. 

Case  I. — A  multipara  was  sent  to  me  at  the  Maternity 
Hospital,  when  about  six  months  pregnant,  with  the  history 
of  having  had  two  previous  still-births.  We  could  find  no 
evidence  of  syphilis,  so  decided  to  put  her  upon  chlorate  of 
potash.  In  her  former  pregnancies  the  foetuses  had  died  about 
the  end  of  the  seventh  month.  When  she  came  near  that  time 
we  took  her  into  hospital  to  keep  her  under  strict  observation. 
Her  alidomen  was  very  much  distended.  There  was  a  large 
amount  of  liquor  amnii.  One  foetus  could  be  easily  palpated 
and  one  foetal  heart  heard  distinctly.  She  passed  the  critical 
time  without  the  foetus  showing  any  indications  of  perishing, 
and  as  she  was  keeping  well  we  allowed  her  to  go  home,  but 
told  her  to  continue  the  chlorate.  She  was  re-admitted  at  full 
time  in  labour,  and  gave  birth  to  a  healthy  mature  child  and  a 
macerated  premature  one.  The  macerated  one  had  evidently 
been  dead  before  we  put  her  on  the  chlorate,  judging  from  its 
size,  and  the  fact  that  no  second  fcetal  heart  had  ever  been 
detected. 

Case  II. — A  multipara,  who  had  had  three  still-born  children 
at  the  eighth  month,  was  sent  to  me,  when  about  five  months 
pregnant,  for  advice  as  to  induction  at  seven  and  a  half  months, 
before  the  usual  time  of  the  death  of  the  foetus.  As  there  was 
no  indication  of  syphilis  I  advised  her  to  take  chlorate  of  potash 
regularly,  and  she  did  so.  She  went  to  full  time  and  was 
delivered  of  a  healthy  child,  bv  the  nurses  at  her  own  home. 

Case  III. — This  patient  has  the  most  remarkable  history  of 
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any  woman  I  have  ever  attended.  In  1888  I  attended  her  in 
her  fifth  confinement,  within  six  years  of  her  first  one.  Except 
that  the  labour  was  a  Hngering  one,  there  was  nothing  abnormal 
about  it.  The  child  was  healthy  and  is  still  alive.  Within  a 
year  she  had  a  miscarriage,  and  I  had  to  give  her  chloroform  to 
remove  a  very  adherent  placenta.  In  less  than  a  year  she  had 
a  premature  labour  with  a  putrid  foetus,  and  very  nearly  died 
of  sepsis.  When  she  next  became  pregnant  I  put  her  upon 
chlorate  of  potash,  and  she  went  to  full  time.  The  child  was 
quite  healthy  and  is  still  alive.  A  few  weeks  after  the  child's 
birth  she  contracted  scarlatina  from  her  other  children,  but  had 
a  mild  attack.  In  her  next  pregnancy  she  did  not  take  the 
chlorate,  and  the  result  was  a  miscarriage.  She  soon  became 
pregnant  again,  and  I  insisted  on  her  taking  the  chlorate, 
and  she  went  to  full  time,  and  was  delivered  of  a  healthy 
child.  But  this  time  she  nearly  died  of  what  was  apparently 
an  air  emboHsm  (see  case  i.,  p.  502).  In  her  next  pregnancy 
she  took  the  chlorate  and  went  to  full  time  again.  Since  then 
she  has  had  two,  if  not  more,  miscarriages,  when  she  was  not 
taking  the  chlorate.  Her  labours  are  so  difficult  that  she 
prefers  miscarriages  to  going  to  full  time,  so  I  am  afraid  she 
will  not  take  the  chlorate  again.  If  I  had  not  had  other  cases, 
this  series  in  the  same  woman  would  have  quite  convinced  me 
of  the  efficacy  of  the  treatment. 

Induction  of  labour  is  sometimes  recommended  in  such  cases. 
In  this  last  case  it  would  not  have  been  practicable,  because  the 
foetus  invariably  perished  before  a  viable  age.  In  the  other 
two  it  might  have  been  tried,  but  I  doubt  if  it  would  have 
given  good  results.  I  tried  it  in  one  case  in  hospital,  but  the 
child,  although  born  alive,  only  lived  a  few  hours.  In  another 
case,  which  I  saw  in  consultation,  after  the  induction  had  been 
started,  the  child  was  born  alive,  and  apparently  healthy  enough, 
but  it  died  on  the  third  day.  I  strongly  advised  a  trial  of  the 
chlorate  in  this  case,  if  there  should  be  another  pregnaiicv. 
28 
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COMPLICATIONS  OF  THE  PUERPERIUM. 

Urinary  System — Abnormal  Constituents  of  the  Urine — Retention  of 
Urine — Complete  Suppression  of  Urine  —  Cases  —  Incontinence  of 
Urine — Vesico-vaginal  Fistulte — Cases — Vesico-utero- vaginal  Fistulse 
— Uretero-vaginal  Fistulas. 

After  a  normal  labour  the  puerperiura  should  run  its  course 
without  any  complications,  but  unfortunately  this  is  not  always 
the  case.  Of  com-se,  complications  are  much  more  likely  to 
occm-  after  abnormal  labours,  but  it  is  not  an  uncommon  ex- 
perience to  have  very  serious  complications  arise  where  they 
are  least  expected.  It  will  be  convenient  to  discuss  the  com- 
plications, as  far  as  possible,  under  the  various  systems  of  the 
body. 

Urinary  System. 

For  the  first  few  days  of  the  puerperium  there  is  a  considerable 
increase  in  the  quantity  of  urine  excreted.  The  specific  gravity 
is  low.  The  absolute  quantity  of  urea,  phosphates,  and  sulphates 
is  somewhat  diminished,  but  the  amount  of  chlorides  is  not 
altered.  It  gradually  regains  its  normal  quantitj-  and  quaUty. 
The  following  abnormal  constituents  are  not  infrequently  found. 

1.  Blood. — After  difficult  instrumental  labours  blood  is 
sometimes  found.  Its  source  of  origin  is  from  the  mucous 
membrane  of  the  base  of  the  bladder.  Injury  to  the  mucous 
membrane  of  the  bladder,  during  severe  instrumental  labours, 
is  not  uncommon.  In  a  number  of  cases  I  have  seen  haemor- 
(434) 
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rhages  into  the  mucous  membrane.  In  cases  of  eclampsia 
large  quantities  of  blood  may  be  present,  but  in  these  it  comes 
from  the  kidneys.  As  a  rule  the  condition  clears  up  of  itself  in 
a  very  few  days. 

2.  Albumin  is  found  in  a  large  number  of  cases  as  a  trace, 
and  in  a  smaller  number  in  much  larger  quantities.  In  some 
the  urine  becomes  quite  solid  on  boiling.  When  there  is  a  large 
amou^nt  it  is  usually  associated  with  eclampsia.  This  has  been 
discussed  under  eclampsia.  It  usually  disappears  in  a  few 
days,  but  will  persist  if  chronic  nephritis  is  present. 

3.  Sugar  is  very  constantly  found  when  the  woman  nurses. 
It  is  in  the  form  of  lactose.  The  amount  varies,  and  it  has 
been  maintained  that  the  quantity  and  quality  of  the  milk  may 
be  judged  by  the  amount  of  sugar  found  in  the  urine.  Of 
course,  you  may  have  true  dial^etes  in  a  puerperal  woman,  but 
this  is  exceedingly  rare. 

4.  Peptones  are  said  to  be  constantly  found  during  the 
puerperium,  especially  after  the  first  day.  They  are  the  pro- 
ducts of  involution,  and  disappear  from  the  urine  about  the 
twelfth  day. 

5.  Acetone  is  found  when  the  foetus  is  macerated.  It  prob- 
ably arises  from  the  absorption  of  some  product  of  macei'ation. 
It  is  sometimes  found  in  cases  of  eclampsia,  and  some  observers 
have  maintained  that  it  is  a  cause  of  the  fits,  but  this  is 
undoubtedly  a  mistake.  When  it  is  found  in  eclampsia  the 
foetus  is  dead.     It  quickly  disappears  after  delivery. 

6.  Bile-acids  and  Bile-pigment  may  be  found  in  cases  of 
catarrhal  jaundice,  and  sometimes  in  eclampsia. 

7.  Leucin  and  Tyrosin  ai-e  found  in  acute  yellow  atrophy 
of  the  livei'.  Bile-acids  and  pigments  will  also  be  associated 
with  them. 

8.  Pus  is  sometimes  present.  It  may  arise  in  the  bladder 
or  the  kidneys.  Cystitis  is  unfortunately  not  very  uncommon. 
It    may    have    been    present    during   pregnancy,    but  it   more 
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frequently  arises  during  the  puerperium  from  want  of  proper 
care,  in  cases  of  retention  of  urine.  One  cannot  be  too  careful 
in  the  catheterisation  of  these  cases.  From  the  bladder  infec- 
tion readily  passes  up  the  ureters,  and  finally  the  kidneys  may 
become  involved.  The  treatment  of  cystitis  has  already  been 
alluded  to. 

In  some  cases  the  source  of  the  pus  may  be  one  or  both  kidneys. 
In  more  than  one  case  I  have  found  old  abscess  of  the  kidney 
post-mortem  (see  p.  51),  and  under  affections  of  the  kidneys 
an  interesting  case  has  been  given  in  which  the  pyo-nephrosis 
was  associated  with  a  calculus.  In  cases  of  pyasmia,  metastatic 
abscesses  may  form  in  the  kidneys. 

Retention  of  Urine. — This  has  already  been  mentioned. 
It  may  arise  in  a  normal  case,  especially  in  a  primipara,  but  is 
much  more  frequent  after  difficult  labours,  if  the  perineum  has 
been  torn  and  stitched.  Eeflex  irritation  from  the  stitches  may 
cause  it,  just  as  it  so  frequently  arises  after  an  ordinary  second- 
ary repair  of  the  perineum,  or  after  an  operation  for  piles. 

There  is  another  factor  in  the  causation.  The  bladder  during 
pregnancy  is  drawn  up  into  the  abdomen  and  is  considerably 
stretched,  so  that  its  tone  is  lost.  After  dehvery  the  kidneys 
are  usually  very  active,  and  the  bladder  soon  begins  to  fill  up. 
The  patient  often  does  not  feel  any  desire  to  empty  it  for  some 
time,  until  it  is  probably  well  distended.  She  is  then  unable 
to  do  so,  as  the  power  of  contraction  is  lost  to  a  considerable 
extent.  For  that  reason  the  patient  should  always  be  en- 
couraged to  urinate  a  few  hours  after  labour,  before  the  bladder 
has  become  fully  distended. 

Fortunately,  dribbling  of  urine  or  an  overflow  begins  if  it  is 
not  relieved.  This  prevents  rupture,  but  it  may  lead  the  patient, 
or  an  unskilled  attendant,  to  beheve  that  there  is  incontinence 
of  urine. 

Diagnosis. — If  the  patient  is  unable  to  pass  any  urine  no 
examination  is  necessary,   but   by  placing  youi-  hand    on    the 
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abdomen  you  can  at  once  feel  that  it  is  distended  by  a  pyriform 
tumour,  probably  larger  than  the  uterus  ought  to  be.  If  there 
is  constant  dribbling  of  urine  your  hand  on  the  abdomen  should 
enable  you  at  once  to  diagnose  the  condition.  A  vaginal  ex- 
amination is  not  necessary,  nor  is  it  advisable. 

Treatment. — Pass  a  catheter  and  draw  the  urine  otf.  The 
best  catheter  to  use  is  either  a  glass  one,  or  a  long  silver  one 
vphich  is  solid  beyond  the  eye.  A  gum  elastic  one  is  often  used, 
but  the  sterilising  of  it  is  exceedingly  difficult.  The  instrument 
should  either  be  boiled  for  a  few  minutes,  or  else  be  steeped  for 
some  minutes  in  lysol  or  other  antiseptic  solution.  The  vulva 
should  be  thoroughly  cleansed  and  the  meatus  well  wiped  with 
swabs  of  cotton  or  clean  rag,  wrung  out  of  the  antiseptic.  The 
catheter  should  then  be  introduced  by  sight,  having  the 
labia  well  separated.  The  sleight  of  hand  business  under  the 
clothing  may  seem  clever,  but  it  cannot  be  aseptic,  and  must 
therefore  be  condemned.  It  may  be  necessary  to  repeat  the 
operation  every  six  or  eight  hours  for  a  day  or  two,  but  in 
many  cases  once  is  sufficient.  A  trained  nurse  can  do  it,  but 
you  will  often  have  to  do  it  yourself.  If  the  condition  con- 
tinues for  more  than  a  few  days,  be  on  your  guard  against 
hysteria.  I  had  a  case  of  this  kind  in  hospital.  It  was  impos- 
sible to  pass  the  catheter  without  giving  the  patient  chloroform. 
After  doing  this  for  over  a  week,  I  became  convinced  that 
hysteria  was  at  the  bottom  of  the  condition,  and  I  refused  to 
allow  the  urine  to  be  drawn  off.  She  then  passed  it  without 
any  difficulty.  On  the  other  hand,  I  have  seen  a  case  where 
the  catheter  had  to  be  used  for  twelve  days,  but  that  was 
after  a  difficult  forceps  delivery.  Large  doses  of  nux  vomica, 
or  of  Easton's  syrup,  will  help  to  strengthen  the  muscular 
wall. 

The  after-effect  of  retention  of  urine,  especially  in  a  neglected 
case,  or  in  one  in  which  sepsis  has  been  conveyed  into  the 
bladder  on  the  catheter,  is  almost  sure  to  be  cvstitis.     If  it  is 
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promptly  treated  by  washing  out  the  bladder  with  boracic  acid, 
and  Kiving  the  acid  by  the  mouth,  it  usually  yields  quickly. 

Complete  Suppression  of  Urine. — This  condition  is  some- 
times seen  in  fatal  cases  of  eclampsia,  but  it  also  occurs  in 
other  conditions.  One  of  my  cases  of  Caesarian  section  died 
of  it.  Shortly  after  the  operation  3  oz.  of  urine  were  drawn 
off.  It  was  very  dark  in  colour  and  showed  evidence  of  car- 
boluria.  The  peritoneal  cavity  had  not  been  flushed  out,  but 
the  gauze  sponges  used  during  the  operation  had  been  wrung 
out  of  carbolic  lotion.  An  attack  of  bronchitis  came  on.  Next 
day  9  oz.  of  urine  were  obtained.  It  was  clear,  but  contained 
albumin  and  tube-casts.  On  the  third  day  Hi  oz.  were 
obtained  in  twelve  hours,  and  in  the  next  twelve  hours  only 
2  oz.  From  that  time  until  death,  over  three  days  later,  only 
1  dr.  of  urine  was  got.  The  albumin  had  lessened  con- 
siderably. The  most  active  treatment  was  employed  in  the 
form  of  various  diuretics,  including  diuretin,  poulticing  and 
cupping  over  the  loins,  hot  vapour  baths,  saline  diuretic 
infusion  under  the  breast,  bleeding  to  10  oz.,  and  directly 
transfusing  a  pint  of  normal  saline  solution,  and  free  purgation 
with  salines  and  croton  oil.  All  was  to  no  purpose.  She 
gradually  became  more  and  more  comatose,  and  there  was  a 
distinct  urinous  odour  from  her  breath.  Just  before  death 
she  had  a  violent  general  convulsion  of  about  a  minute's 
duration. 

At  the  post-mortem  examination  we  found  the  abdominal 
and  uterine  wounds  were  practically  healed.  There  was  no 
indication  of  any  inflammatory  action.  The  pathologist,  Dr. 
R.  M.  Buchanan,  reported  on  the  kidneys  as  follows  : — 

"  The  right  is  of  normal  size  ;  its  capsule  is  sHghtly  adherent, 
and  its  cut  surface  extremely  hypergemic.  The  hypera^mia 
is  most  marked  in  the  pyramidal  areas,  which  contrast 
with  the  pale  yellowish-red  streaked  cortex.  There  is  no 
hydro -nephrosis, 
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Left — "  The  upper  end  is  flattened  against  the  spleen.  Its 
general  appearance  is  similar  to  that  of  the  right." 

Microscopical  Examination. — "  A  section  of  the  kidney  does 
not  at  first  sight  reveal  any  striking  departure  from  the  normal. 
On  closer  examination,  however,  the  tubules  of  the  cortex  are 
seen  to  be  almost  uniformly  dilated.  The  lumen  of  each  tubule 
is  occupied  by  a  finely  granular  material,  and  the  epithelium 
appears  compressed.  A  considerable  number  of  the  straight 
tubules  are  also  dilated  and  filled  by  the  same  material  in  a 
more  coarsely  granular  form.  There  is  no  shedding  of  the 
epithelium,  and  no  tube-casts  are  visible.  The  Malpighian 
bodies  and  the  blood-vessels  are  normal. 

"  In  the  liver  fatty  degeneration  is  very  manifest.  There  is 
also  hypersemia  involving  atrophy  of  many  hepatic  cells  in  the 
central  part  of  each  lobule." 

There  was  nothing  in  the  kidney  condition  to  account  for 
the  suppression,  neither  will  shock  account  for  it,  as  it  did  not 
supervene  until  fully  three  days  had  passed.  I  cannot  venture 
upon  any  explanation. 

The  blood  was  submitted  to  Dr.  Harris,  assistant  to  the 
Professor  of  Physiology,  for  examination,  and  the  following  is 
his  report : — ■ 

"  On  17th  March,  1898,  I  received  from  the  Maternity 
Hospital,  Glasgow,  about  500  c.c.  of  clotted  blood  taken  by 
venesection  from  the  right  arm  of  a  woman  who  had  been 
delivered  by  Caesarian  section  on  the  13th. 

"  I  was  told  that  the  patient  was  then  suffering  from  total 
suppression  of  urine,  but  as  I  was  not  informed  what  was  the 
precise  feature  of  the  blood  I  was  to  examine  into,  and  being 
myself  more  particularly  interested  in  the  inter-relations  of  the 
pigments,  I  had  time  to  make  only  some  hurried  investigation 
into  the  pigment  present  in  the  serum. 

"  As  the  clot  contracted,  a  quantity  of  transparent  serum 
exuded  from  it  ;  this,  alkaUne  in  reaction,  was  notably  yellower 
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than  is  normal,  and,  as  it  contained  a  few  red  blood  corpuscles, 
I  centrifugalised  it,  obtaining  a  perfectly  limpid  golden-yellow 
liquid.  Examined  with  the  spectroscope,  this  gave  a  very  well- 
marked  absorption-band  at  the  F  line,  i.e.,  at  the  green-blue 
junction.  In  addition  to  this  band,  I  was  greatly  surprised 
to  find  the  two  bands  of  oxyhasmoglobin,  showing  that  this 
serum,  quite  free  though  it  was  from  red  blood  cells,  had 
nevertheless  dissolved  out  a  little  HbO.^ ;  the  two  bands  at 
once  gave  way  on  treatment  with  NH^HS  to  the  single  one  of 
the  reduced  haemoglobin. 

"  The  band  at  F  seemed  to  agree  in  position  exactly  with  the 
published  charts  of  '  spectrum  of  serum-lutein  in  serum  '  (as, 
e.g.,  No.  24,  Plate  iii.,  Schafer's  Text  book  of  Physiology,  1898), 
but  to  be  distinctly  darker  than  the  band  due  to  the  pigment 
of  normal  serum,  regarded  by  some  as  '  lutein,'  a  lipochi'ome, 
but  by  M'Munn,  whom  I  follow,  as  urobilin  itself.  Of  course 
a  band  at  or  near  the  green-blue  junction  always  suggests  bile- 
pigment  as  much  as  it  does  urinary  pigment,  but  there  is,  in 
this  case,  a  presumption  that  the  latter  was  present,  and  in 
excessive  amount,   because  : — 

"1.  The  blood  on  being  warmed  smelt  unmistakably  of 
m-ine  ;  this,  to  me  a  new  experience,  was  very  striking,  as 
the  odour  was  indistinguishable  from  that  of  somewhat  stale 
urine. 

"  2.  The  chemical  evidence  for  the  presence  of  bile-pigments 
and  bile-salts  in  the  serum  was  by  no  means  clear.  Gmelin's 
reaction  did  give  a  blue-green  colour,  but  not  the  subsequent 
'  play  of  colours  '  characteristic  of  bile-pigment  ;  again,  Petten- 
kofer's  test  yielded  an  orange-tinted  froth  rather  than  a  true 
pink. 

"  3.  There  was  no  jaundice  clinically.  Now  I  am  aware  that 
the  urine  shows  traces  of  bile-pigment  even  before  '  jaundice  ' 
can  be  pronounced  to  be  preisent,  and  also  that  the  spectro- 
scope can  detect  bile-piguieut  when  Gmelin's  test  cannot ;  at 
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the  same  time,  while  not  preckiding  a  trace  of  bihrubin  in  this 
serum,  I  do  not  think  that  bihrubin  accounted  for  the  greater 
part  of  the  pigmentation. 

"  4.  On  analysis  of  the  serum  by  Gerrard's  ureameter,  the 
urea  was  found  to  be  0'2  per  cent.  ;  this  is  greatly  in  excess  of 
its  amount  in  normal  serum.  This  is  further  presumption  that 
products  of  renal  excretion  were  present  here  to  an  abnormal 
degree. 

"5.  The  left-sided  extension  of  the  band  at  F  more  nearly 
corresponded  with  the  limits  of  the  band  of  urobihn,  as  given 
in  the  majority  of  charts,  than  with  those  of  the  band  of 
bilirubin. 

"  I  am  unfortunately  not  able  to  be  more  precise  in  my 
report ;  but  taking  a  broad  view  of  this  fatal  case,  as  it  proved, 
of  anuria,  I  believe  we  had  here  in  the  serum  excess  of  the 
metabolites  which  the  kidneys  should  have  separated,  notably 
the  urea  and  the  pigment,  which  latter  is  in  all  probability 
normally  present  in  the  plasma  (and  therefore  in  the  serum) 
of  circulating  blood,  being  mainly  derived  from  the  katabolism 
of  HbO^  in  the  liver  whence  the  iron-free  pigment  passes  on 
into  the  blood — quitting  the  liver  as  a  kind  of  '  internal 
secretion  '.  This  material  being,  however,  an  internal  secretion 
that  is  not  beneficial  to  the  body,  is  normally  eliminated  by 
the  renal  epithelium." 

Case  of  Suppression  of  Urine  after  a  Normal  Labour. — The 
patient,  a  primipara,  aged  nineteen,  was  delivered  of  a  live 
female  child,  by  natural  efforts,  after  a  labour  of  twelve  hours' 
duration.  On  admission  a  catheter  was  passed,  but  the 
bladder  was  empty. 

During  the  first  few  days  of  the  puerperium  a  considerable 
quantity  of  urine  was  voided,  but  it  was  not  examined  as  it  was 
contaminated  with  lochia.  The  patient  did  not  complain  of 
anything,  but  she  had  a  greyish  appearance,  and  looked  decid- 
edly ill.      An  examination  of  the  lieart,  lungs  and  pelvic  organs 
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gave  a  negative  result.  A  catheter  was  passed  on  the  sixth 
day  of  the  puerperium,  and  about  half  an  ounce  of  urine  was 
obtained.  It  showed  a  deposit  of  over  one-third  albumin  on 
boiling,  and  the  sediment  contained  great  numbers  of  granular 
tube-casts.  Previous  to  the  passing  of  the  catheter  the  urine 
had  been  freely  excreted,  but  from  that  time  onwards  there  was 
complete  suppression,  with  the  exception  of  2  dr.  obtained  three 
days  later. 

Every  effort  was  made  to  relieve  the  system  by  diuretics, 
cupping  over  the  kidneys,  hot  packs,  purgation,  pilocarpine,  and 
amyl  nitrite,  l)ut  without  avail.  She  died  on  the  fourth  day  of 
suppression.  Towards  the  end,  the  breath  had  a  distinctly 
urinous  odour,  and  hiccough  and  retching  occurred.  Just 
before  death  she  had  a  slight  convulsive  seizure. 

No  post-mortem  examination  was  allowed.  The  presence 
of  granular  tube-casts  in  the  urine  pointed  to  nephritis  being 
present,  but  to  what  extent  the  kidneys  were  disordered  it  is 
impossible  to  say.  It  is  a  curious  coincidence  that  the  sup- 
pression dated  from  the  catheterisation,  but  it  is  difficult  to  see 
how  that  can  have  caused  it. 

Very  little  has  been  written  on  this  subject,  and  in  most 
obstetrical  works  it  is  not  mentioned.  In  the  Journal  of 
Obstetrics  and  Gynacology  of  the  British  Empire  for  April, 
1902,  Dr.  McKerron,  of  Aberdeen,  has  reported  three  cases  of 
his  own  and  three  others,  one  of  Dr.  McCrea  from  the  Canadian 
Lancet  of  1884,  one  of  Dr.  J.  T.  WiUiams  from  The  Laiicet  of 
1886,  and  the  third  of  Dr.  F.  F.  Bond  from  The  Lancet  of  1899. 
Two  of  McKerron's  cases  recovered,  but  all  the  others  died. 
No  post-mortem  examinations  were  obtained.  Dr.  Boxall  has 
given  notes  of  two  more  fatal  cases  in  the  May  number  of  the 
same  journal.  In  one  of  his  a  post-mortem  examination  was 
obtained.  "  The  kidneys  were  enlarged,  very  much  congested, 
and  showed  evidence  of  old-standing  disease  of  moderate  degi'ee 
and  also  of  recent  acute  inflammatory  softening."     In  my  case 
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the  pathologist  gave  a  decided  opinion  that  there  was  nothing 
in  the  kidney  condition  to  account  for  the  suppression.  In  Dr. 
Boxall's  case  there  certainly  was. 

Profj)iosis. — The  condition  is  an  exceedingly  grave  one. 
Death  usually  occurs  in  from  two  to  five  days  from  the 
onset. 

Treatment. — Free  purgation,  diuretics  by  the  mouth  and 
subcutaneously,  hot  packs,  cupping  and  poulticing  over  the 
kidneys,  in  fact  every  means  must  be  taken  to  establish 
diuresis  and  diaphoresis.  For  the  lattei  pilocarpine  may  be 
used,  but  only  if  the  lungs  are  clear.  If  the  patient  has  much 
pain  do  not  give  her  opium. 

Incontinence  of  Urine. — After  severe  operations  this  con- 
dition may  arise.  The  sphincter  has  been  paralysed  by  pressure 
and  you  have  a  continuous  dribbling  of  urine.  A  modified  form 
is  sometimes  seen  in  patients  who  have  a  cough.  The  urine  is 
involuntarily  expelled  at  each  attack  of  coughing. 

The  Diagnosis  of  the  condition  is  easy,  as  there  is  a  constant 
flow  of  urine.  You  must  satisfy  yourself,  first,  that  it  is  not  an 
overflow  from  retention  ;  and,  second,  that  it  is  not  a  case  of 
vesico- vaginal  fistula.  In  the  first  condition  you  have  a  large 
tumour  in  the  abdomen,  and. on  passing  a  catheter  you  draw  off 
a  large  quantity  of  urine.  The  second  condition,  as  a  rule, 
does  not  appear  until  at  least  ten  days  after  labour,  when 
incontinence  is  hardly  Ukely  to  be  present.  You  must  bear 
in  mind,  however,  that  there  is  a  possibility  of  a  fistulous  open- 
ing having  been  made  into  the  bladder  during  labour.  The 
diagnosis  between  the  two  conditions  will  be  given,  when  we 
deal  with  vesico-vaginal  fistulae. 

Treatme}it. — -The  sphincter  usually  regains  its  tone  within  a 
few  days  ('without  any  special  treatment).  The  patient  should 
be  kept  as  dry  and  comfortable  as  possible.  If  the  condition 
persists  moi'e  than  a  dav  or  two,  a  tonic  treatment  of  strychnine 
and  iron  should  be  adopted. 
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Vesico-vaginal  Fistulae.— Fistulas  are  now  not  nearly  so 
common  as  they  were  years  ago.  Forceps  used  to  be  blamed 
for  causing  them,  and  undoubtedly  fistulas  did  often  follow  the 
use  of  forceps,  but  this  was  due,  not  to  the  use  of  the  instru- 
ments, but  to  their  not  having  been  used  soon  enough.  The 
timely  use  of  the  forceps  has  done  more  to  prevent  fistulas  than 
anything  else.  They  usually  arise  in  cases  where  the  head  has 
lain  in  the  pelvis  for  a  long  time,  thus  subjecting  the  vaginal 
wall  to  prolonged  pressure.  The  vitality  of  the  compressed 
tissue  is  thus  lowered,  and  sloughing  occurs.  As  the  slough 
will  not  separate  in  less  than  about  ten  days,  urine  will  not 
begin  to  flow  continuously  from  the  vagina  until  the  second 
week  of  the  puerpsrium.  This  is  the  rule,  but  still  there  are 
exceptions  to  it,  just  as  there  are  exceptions  to  the  rule  of  pro- 
longed pressure  always  being  the  cause.  An  immediate  opening 
may  of  course  be  made  by  the  unskilful  use  of  an  instrument 
like  the  perforator,  or  by  spicules  of  bone  during  dehvery 
after  craniotomy  ;  l)ut  the  following  case  illustrates  how  the 
urethra  may  be  split  up  into  the  bladder,  even  in  an  ordinary 
forceps  case.  A  primipara  was  delivered  with  forceps  after 
some  difficulty.  The  child's  head  was  extra  large  and  the 
occiput  specially  broad  and  square.  The  perineum  was  only 
slightly  torn.  There  was  some  tearing  of  the  anterior  vagitial 
wall,  but  there  was  no  bleeding.  There  was  a  very  poor  light 
in  the  room,  so  I  did  not  attempt  to  make  a  careful  examin- 
ation. When  I  called,  some  twelve  hours  later,  I  found  the 
patient  lying  soaking  in  urine.  The  bladder  was  undistended, 
and  a  careful  examination  revealed  that  the  urethra  was  split 
in  its  upper  part,  just  at  the  point  where  it  left  the  bladder. 
The  tear  was  nearly  an  inch  long.  The  great  breadth  of  the 
occiput  had  so  stretched  the  anterior  vaginal  wall  that  it  had 
burst,  involving  the  urethra  longitudinally.  As  it  was  impos- 
sible to  do  anything  in  the  patient's  house,  I  decided  to  wait 
until  I  could  take  her  into  hospital,   which  I  did  twelve  days 
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later.  A  few  days  after  admission  I  repaired  the  tear,  and  it 
healed  at  once. 

The  following  case  illustrates  how  very  severe  pressure,  even 
though  it  may  not  be  very  prolonged,  may  cause  a  fistula. 
The  patient,  a  primipara,  was  suffering  from  eclampsia.  She 
had  a  contracted  pelvis  with  a  true  conjugate  of  3i  in.  De- 
livery was  effected  in  the  Walcher  position  with  axis-traction 
forceps.  A  great  deal  of  force  was  used,  but  the  child  was  born 
alive.  About  the  twelfth  day  of  the  puerperium  urine  began  to 
come  away  from  a  large  fistula,  which  would  admit  two  fingers. 
I  think  that  the  eclamptic  condition  probably  had  something  to 
do  with  the  formation  of  the  fistula.  The  vitality  of  the  skin 
in  eclamptic  patients  is  so  low  that  a  hot-water  bottle  which 
would  only  be  comfortably  warm  to  an  ordinary  patient  may 
cause  a  burn.  I  have  constantly  to  warn  the  nurses  against 
allowing  a  hot-water  bottle  to  touch  the  skin  in  cases  of 
eclampsia.  I  think  that  the  vaginal  mucous  membrane  is 
probably  in  the  same  condition,  and  if  that  is  the  case  it 
vv^ould  account  tor  this  fistula  having  formed,  although 
the  pressure  lasted  only  a  very  few  minutes.  It  must, 
however,  have  lieen  pretty  severe,  as  the  child  was  fairly 
large. 

Diagnosis  of  a  Vesico-vaginal  Fistula. — In  many  cases  there 
will  be  little  or  no  difficulty,  as  the  opening  can  be  easily  felt. 
It  can  also  be  seen  when  the  perineum  is  drawn  back  with  a 
speculum.  The  bright  red  mucous  membrane  of  the  bladder 
can  usually  be  observed  protruding.  The  urine  will  be  seen  to 
flow  from  the  opening.  If  it  were  a  case  of  incontinence  or 
overflow  from  an  overdistended  bladder,  the  urine  would  be 
coming  from  the  urethra.  When  the  opening  is  very  minute 
there  will  be  more  difficulty  in  the  diagnosis.  You  will  not 
be  able  to  feel  or  see  it,  but  if  you  fill  the  bladder  with  a 
coloured  fluid  and  expose  the  anterior  vaginal  wall  by  means 
of  a  speculum,  the  coloured  fluid  will  be  seen  trickling  through 
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the  opening.  The  lluicl  should  be  aseptic.  Boiled  milk  is  one 
of  the  best  to  use. 

Treatment. — If  the  opening  is  small,  it  may  close  of  itself, 
Init  this  cannot  be  counted  on.  If  it  is  one  which  has  foi'med 
during  the  labour,  it  should  lie  stitched  at  once.  When  it  forms 
in  the  ordinary  way,  time  must  be  allowed  for  the  surrounding 
tissues  to  become  healthy,  so  that  the  operation  cannot  be  done 
until  well  on  towards  the  end  of  the  puerperium.  In  the  first 
case  referred  to  on  page  444,  I  did  the  operation  on  the  four- 
teenth day  of  the  puerperium,  but  there  the  edges  of  the  wound 
were  healthy,  as  there  had  been  no  sloughing.  In  the  second 
case  it  was  not  done  until  about  the  sixth  week. 

The  surrounding  parts  are  often  in  a  very  septic  condition, 
so  the  patient  must  be  prepared  for  some  days  by  having  the 
external  parts  shaved  and  cleansed,  and  the  vagina  and  bladder 
well  douched  with  boracic  lotion.  For  the  operation  special 
instruments  have  been  devised,  such  as  very  long-handled  bis- 
touries, straight  and  angled,  right  and  left,  and  long-toothed 
forceps.  An  ordinary  narrow -bladed  bistoury,  a  pair  of  sharp 
pointed  scissors,  dissecting  forceps,  and  a  few  pairs  of  ordinary 
artery  forceps,  a  bladder  sound,  a  needle  holder  and  small 
curved  needles,  a  good  duck-bill  speculum,  a  douche  and  a 
catheter  are  all  that  you  require.  Silver  wire  sutures  were 
formerly  much  used,  but  horse-hair  or  fine  silkworm  gut  ones 
are  better.  With  the  patient  in  the  lithotomy  position,  the 
anterior  vaginal  wall  is  fully  exposed  to  view  by  a  broad  duck- 
bill speculum.  Some  operators  prefer  to  have  the  patient  in 
the  Sim's  position,  and  others  in  the  genu-pectoral.  The  sound 
is  passed  into  the  bladder  and  the  edges  of  the  wound  are  then 
to  be  pared  all  round,  special  care  being  exercised  at  the  angles. 
The  haemorrhage  can  be  controlled  by  a  stream  of  hot  water. 
Only  the  mucous  membrane  of  the  vagina  is  to  be  pared.  The 
sutures  should  then  be  passed,  in  such  a  way  as  not  to  include 
the  mucous  membrane  of  the  bladder.     Thev  should  ^o  down 
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to  it,  but  not  thi-ough  it.  They  must  be  put  close  together,  and 
special  care  must  be  taken  at  the  angles  of  the  wound.  "When 
they  are  tied,  the  bladder  should  be  filled  with  coloured  fluid  to 
see  if  it  is  quite  tight.  If  it  leaks,  more  stitches  must  be  in- 
serted. A  retention  catheter  is  recommended  by  some,  but  it 
is  not  necessary,  and  may  irritate  the  bladder  and  do  harm. 
The  urine  should  be  drawn  off  in  from  four  to  six  hours,  and  as 
soon  as  the  patient  can  pass  it  herself  allow  her  to  do  so.  The 
stitches  may  be  removed  in  ten  or  twelve  days.  To  facilitate 
their  removal  they  should  be  left  long.  The  bladder  should 
then  be  again  tested  with  coloured  fluid.  If  there  is  any  leak- 
age, the  sinus  may  be  closed  at  once,  provided  the  parts  are  quite 
healthy,  but,  as  a  rule,  you  will  have  to  delay  operating  for  a 
week  or  two. 

The  operation  is  not  entirely  free  from  risks.  If  the  mucous 
membrane  of  the  bladder  is  pared  it  may  bleed  profusely,  and 
again,  if  the  stitches  are  passed  through  it,  serious  bleeding  may 
occur  into  the  cavity  after  the  opening  is  closed.  If  the  fistula 
is  a  large  one  [i.e.,  broad  in  the  transverse  direction),  one  or 
both  ureters  may  be  caught  in  the  stitches  at  the  point  where 
they  penetrate  the  bladder  wall  obliquely.  If  such  an  accident 
occurs,  the  patient  will  soon  begin  to  complain  of  severe  renal 
pain  and  to  show  uraemic  symptoms.  In  that  case  the  stitches 
must  be  removed  at  once. 

Sometimes  you  may  get  a  better  result  by  a  flap  splitting 
operation,  i.e.,  by  separating  between  the  vaginal  and  vesical 
mucous  membrane  all  round.  This  is  especially  the  case  if 
the  fistula  is  large,  as  you  do  not  then  require  to  remove  any 
tissue. 

In  very  extensive  fistulae  where  the  base  of  the  bladder  is 
almost  entirely  destroyed,  the  body  of  the  uterus  may  be  utilised 
to  close  the  opening,  as  practised  by  Freund.  He  opened 
Douglas's  pouch  and  drew  the  retroflexed  uterus  into  the  vagina 
and  scraped  on  both  sides  until  it  bled.     This  rawed  surface 
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was  sutured  to  the  freshened  edges  of  the  fistula,  so  as  to  close 
the  gap.  To  allow  of  the  escape  of  menstrual  blood  he  then 
removed  a  wedge  from  the  fundus  uteri.  Sometimes  the  cervix 
has  been  stitched  into  the  opening  to  close  it.  Menstruation 
will  then  occur  through  the  bladder.  In  women  beyond  the 
menopause  the  vagina  may  be  closed  entirely,  the  urethra,  of 
coui-se,  being  left  free. 

Vesico-utero-vaginal  Fistulae. — These  open  close  against 
the  cervix,  which  frequently  has  its  anterior  lip  partially  or 
completely  destroyed.  They  are  caused  either  by  extensive 
sloughing  or,  more  frequently,  by  a  tear  of  the  cervix  extend- 
ing into  the  vaginal  vault  and  bladder.  Such  an  accident  may 
happen  in  attempting  to  deliver  through  an  undilated  cervix. 
"When  due  to  a  tear,  partial  healing  takes  place  in  the  lower 
part  of  the  cervix,  bu.t  an  opening  remains  into  the  cervical 
canal  and  another  into  the  vagina. 

Treatment. — When  due  to  tears  they  may  heal  spontaneously, 
especially  if  touched  with  silver  nitrate.  When  an  operation  is 
required,  an  incision  should  be  made  in  the  anterior  fornix,  and 
the  cervix  and  bladder  separated  until  you  get  above  the  fistula, 
taking  care  not  to  open  into  the  peritoneal  cavity.  The  edges 
of  the  fistula  should  then  be  pared  down  to  the  vesical  mucous 
membrane,  and  the  gap  closed  by  sutures,  as  in  the  ordinary 
vesico-vaginal  variety.  You  may  use  buried  sutures  of  catgut, 
and  then  close  the  opening  in  the  vaginal  vault,  or  use  silkworm 
gut  ones,  and  leave  the  vaginal  incision  to  granulate. 

Vesico-uterine  Fistulae. — These  are  caused  in  the  same 
way,  either  by  tearing  or  sloughing.  If  the  opening  is  small, 
the  patient  will  probably  pass  some  urine  naturally,  and  this 
may  lead  to  the  erroneous  conclusion  that  the  fistula  com- 
municates with  one  of  the  ureters  and  not  with  the  bladder. 
This  point  is  easily  settled  by  injecting  milk  into  the  bladder. 
If  it  is  a  vesical  fistula  the  milk  will  run  out  of  the  cervix,  and 
if  it  is  ureteral  none  will  appear. 
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Treatment. — The  operation  is  exactly  the  same  as  that 
described  for  vesico-utero-vaginal  fistulas.  You  should  close 
the  cervical  opening  if  you  intend  to  close  the  incision  in  the 
vaginal  vault,  otherwise  you  may  leave  it  to  granulate. 

Uretero-vaginal  Fistulae. — In  these  the  opening  is  between 
a  ureter  and  the  vagina.  It  will  be  high  up  in  the  vaginal 
fornix.  The  urine  will  be  observed  to  trickle  from  a  small 
raised  papilla.  A  probe  can  be  passed  into  it.  If  the  bladder 
is  filled  with  milk  it  will  not  discolour  the  urine  discharged  from 
the  sinus. 

Treatment. — An  attempt  should  be  made  to  repair  the  open- 
ing by  rawing  the  edges  and  stitching  it,  but  before  doing  this 
it  is  necessary  to  make  sure  that  the  part  of  the  ureter  betw^een 
the  fistula  and  the  bladder  is  patent.  This  can  be  done  by 
passing  a  probe  downwards  into  the  bladder  or  upwards  from 
the  bladder.  If  it  is  blocked  no  attempt  should  be  made  to 
close  the  fistula  from  the  vagina.  If  you  fail  to  close  it  from 
the  vagina,  or  if  the  lower  part  is  impervious,  you  may  implant 
the  ureter  into  the  bladder.  To  do  this  an  abdominal  section 
will  be  necessary.  The  ureter  must  be  divided  at  the  fistula, 
and  the  end  of  it  freed  sufficiently  to  allow  of  its  attachment  to 
the  bladder.  A  small  opening  is  then  made  in  the  bladder 
wall,  and  the  end  of  the  ureter  drawn  into  it  by  means  of  a 
long  slender  pair  of  forceps,  which  have  been  passed  up  by 
the  urethra  and  through  the  opening.  It  is  then  stitched 
in  position. 

In  the  event  of  this  failing,  extirpation  of  the  kidney  will 
have  to  be  seriously  considered,  but  this  should  only  be  under- 
taken as  a  last  resort. 
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CHAPTEE  XXXIV. 

COMPLICATIONS  OP  THE  PUERPERIUM  (Continued). 

Recto-Vaginal  Fistulse — Central  Tear  of  the  Perineum— Prolapsed  and 
Inflamed  Haemorrhoids — Fissure  of  the  Anus — Injuries  to  the  Vagina 
— Uterine  Complications — Laceration  of  the  Cervix — Cases — Inver- 
sion of  the  Uterus — Cases — Displacements  of  the  Uterus — Prolapse — 
Retro-displacements. 

Eecto- Vaginal  Fistula. 

These  are  more  frequently  caused  by  direct  tearing  than  are 
the  vesical  ones.  When  the  perineum  is  completely  torn  the 
rectum  is  involved,  and  the  tear  may  extend  for  a  considerable 
distance  up  its  anterior  wall.  Tears  of  the  vaginal  wall  are 
often  present  without  the  rectum  being  involved,  unless  the 
perineum  has  gone  too.  I  have  often  found  deep  tears  which 
have  passed  down  by  the  side  of  the  rectum  and  not  into  it. 
The  surrounding  loose  cellular  tissue  tears  much  more  readily 
than  the  muscular  tube,  so  the  rectum  often  escapes.  If  the 
fistula  is  caused  by  pressure,  it  will  be  some  days  before  the 
slough  separates,  just  as  with  the  vesical.  The  opening  may 
be  in  any  part  of  the  vaginal  wall.  The  entire  posterior  wall, 
including  the  perineum,  may  be  destroyed,  thus  forming  a 
cloaca. 

If  the  opening  is  large,  faeces  will  be  passed  by  the  vagina, 
but,  if  it  is  small,  flatus  alone  may  pass.  The  flatus  is  usually 
passed  with  a  peculiar  bubbling  or  hissing  sound,  and  as  the 
patient  has  no  control  over  it  she  is  often  greatly  embarrassed 
by  it  occurring  at  undesirable  times.  It  may  cause  her  great 
distress  of  mind. 
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The  Diagnosis  is  usually  easy  unless  the  opeuing  is  very 
minute.     The  opening  can  be  both  felt  and  seen. 

Treatment. — When  there  is  any  tearing  of  the  vaginal  walls 
during  labour  they  should  at  once  be  carefully  stitched.  When 
the  perineum  and  posterior  vaginal  wall  are  torn  into  the  rectum, 
the  parts  should  be  thoroughly  cleansed  and  repaired.  The 
rectal  wall  should  first  be  closed  with  catgut  sutures  passed 
from  the  bowel  and  tied  inside.  Then  when  the  bowel  is 
closed,  the  vaginal  wall  and  perineum  should  be  closed  also. 
Silkworm  gut  sutures  are  the  best  for  the  perineum,  and  they 
should  be  passed  deeply  in.  Provided  that  sepsis  does  not 
supervene,  the  parts  wnll  heal  completeh'. 

The  bowels  should  be  moved  on  the  third  day  by  castor  oil, 
and  they  should  not  be  allowed  to  become  constipated. 

Small  fistulae  will  occasionally  heal  spontaneously  if  kept 
clean,  but  a  plastic  operation  will  usually  be  required. 

Operation. — When  sloughing  lias  ceased  and  the  surrounding 
parts  are  healthy,  the  patient  should  be  prepared  by  having 
the  bowels  well  cleared,  and  the  vagina  douched  with  a  non- 
poisonous  antiseptic  for  several  days  before  the  operation.  If 
the  fistula  is  high  up,  it  can  be  exposed  by  drawing  the  perineum 
back  when  the  patient  is  in  the  lithotomy  position.  The  edges 
should  be  pared  and  the  recto-vaginal  septum  split  with  a 
blunt  dissector  for  from  i  to  2  an  inch  all  round.  This  enables 
you  to  bring  the  rectal  part  and  the  vaginal  part  together  with 
separate  sutures.  The  rectal  part  is  closed  l^y  interrupted  cat- 
gut sutures  passed  through  the  submucous  tissue,  but  not 
including  the  mucous  membrane.  They  are  tied  and  cut  off 
short,  and  buried  by  the  next  row  of  sutures  which  close  the 
vaginal  part.  The  rectal  sutures  are  sometimes  passed  from  the 
bowel  and  tied  inside  the  bowel.  Silkworm  gut  may  be  used 
for  the  vaginal  sutures  :  they  should  be  removed  in  about 
ten  days.  The  bowels  may  be  left  undisturbed  for  a  week, 
and  then  cleared  by  an  olive  oil  injection. 
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When  the  fistula  is  close  to  the  sphincter  the  best  way  is  to 
cut  through  the  remains  of  the  perineum  and  then  split  up  the 
recto- vaginal  septum,  as  in  doing  a  Tait's  operation  on  the 
[)erineum.  The  rectal  wall  should  first  be  closed  with  catgut 
sutures,  passed  from  within  the  bowel,  tied  and  cut  short. 
The  vaginal  wall  is  treated  in  the  same  way.  The  operation  is 
then  finished  like  an  ordinary  repair  of  the  perineum,  by  passing 
from  four  to  six  deep  silkworm  gut  sutures.  Before  tying  these 
the  raw  surface  should  be  very  carefully  cleansed  with  1  to 
2,000  perchloride  of  mercury  solution,  for  fear  it  may  have  been 
contaminated  from  the  rectum. 

Central  Tear  of  the  Perineum. — The  presenting  part  of 
the  child  occasionally  passes  through  the  centre  of  the  perineum. 
In  most  cases  the  tear  extends  forwards  into  the  vulva,  making 
a  complete  rupture,  but  occasionally  this  does  not  occur  and  a 
central  rupture  is  left. 

The  following  case  is  the  only  one  I  have  ever  seen. 

Fourteen  years  ago  this  patient  was  attended  in  her  first 
confinement  by  two  students  from  the  Maternity  Hospital. 
The  patient  says  that  the  tear  occurred  then,  but  the  students, 
if  they  observed  it,  failed  to  report  it,  as  the  labour  is  entered 
as  a  normal  one.  The  present  confinement  is  her  eighth. 
When  the  head  was  at  the  vulva  a  band  of  tissue  was  seen  to 
be  stretched  over  it,  and  the  nurse  slipped  this  towards  the 
left  side,  when  the  head  was  at  once  expelled.  The  eight 
children  have  all  been  born  through  the  abnormal  opening, 
as  the  normal  vulvar  cleft  has  evidently  never  been  distended. 

At  her  first  labour  the  head  e\adently  came  through  the 
centre  of  the  perineum,  and  the  tear,  instead  of  passing  into 
the  vulva,  had  extended  forward,  completely  separating  the 
right  labium  minus  along  its  junction  with  the  labium  majus. 
The  tear  extends  as  far  forwards  as  the  cUtoris.  The  condition 
does  not  cause  the  patient  any  inconvenience.  Until  the  parts 
are  separated  you  would  hardly  notice  anything  was  wrong. 
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I  am  indebted  to  my  friend,  Dr.  John  Lindsay,  for  the  ex- 
cellent drawing.  Besides  doing  the  drawing.  Dr.  Lindsay  has 
furnished  me  with  the  following  extract  from  an  article  on 
"Generation,"  in  Harvey's  works,  which  is  very  interesting, 
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Fig.  28. — Old  central  rupture  of  the  perineum. 

although   we    cannot   subscribe    to   his    conclusion    as    to    the 
cause  : — 

"  A  white  mare  of  great  beauty  had  been  presented  to  Her 
Serene  Highness  the  Queen,  and  in  order  tbat  its  symmetry 
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and  usefulness  might  not  be  impaired  by  foal-bearing,  the 
grooms,  as  is  the  custom,  had  infibulated  the  animal  with  iron 
rings.  This  mare  (by  what  chance  I  know  not,  nor  could  the 
grooms  inform  me)  was  got  with  foal ;  and  at  length,  when  no 
one  suspected  anything  of  the  kind,  she  foaled  in  the  night, 
and  a  living  foal  was  found  the  next  morning  by  the  mother's 
side.  When  I  heard  of  the  circumstance,  I  went  immediately 
to  the  place,  and  found  the  sides  of  the  vulva  still  fastened 
together  by  the  rings,  but  the  whole  pudendum  on  the  left 
side  so  thrust  and  torn  away  from  the  pelvis  by  the  almost 
incredible  efibrts  of  the  foetus,  that  a  gap  sufficiently  wide  was 
made  to  admit  of  its  escape,  such  is  the  force  and  vigour  of 
a  full  grown  and  healthy  foetus." 

A  similar  condition  may  arise  from  an  ordinary  torn  perineum 
which  heals  in  front  and  behind,  but  fails  to  unite  in  the 
centre.  If  the  opening  is  a  very  small  one  it  will  probably 
close  of  itself,  especially  if  the  edges  are  touched  with  pure 
carbolic  acid,  but  if  it  does  not,  the  front  bridge  of  tissue  should 
be  cut  through,  and  an  ordinary  repair  done,  b>-  rawing  the 
edges  and  stitching  the  parts  carefully. 

The  immediate  repair  of  a  central  tear  would  not  differ  from 
that  of  an  ordinary  tear,  except  that  you  would  probably  have 
to  cut  through  the  anterior  bridge  of  tissue  to  get  the  vaginal 
tear  properly  closed. 

Prolapsed  and  Inflamed  Haemorrhoids. — A  very  large 
number  of  confinement  cases  suffer  from  haemorrhoids.  The 
pressure  of  the  presenting  part  is  very  liable  to  cause  engorge- 
ment and  prolapse  of  the  lower  part  of  the  bowel.  If  the 
haemorrhoids  are  much  congested,  the  patient  will  suffer  great 
pain  from  them,  and  probably  have  retention  of  m'ine. 

Treatment. — Hot  fomentations  should  be  appHed  to  relieve 
the  congestion,  and  if  there  is  much  pain  morphia  suppositories 
or  sedative  ointments  should  be  used.  As  soon  as  the  bowels 
are  thoroughly  cleared  the  suffering  is  usually  relieved. 
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Fissure  of  the  Anus. — The  rectal  mucous  membrane  is 
very  often  fissured  during  the  passage  of  the  head.  In  the 
majority  of  cases  the  fissures  heal  without  causing  any  trouble, 
but  occasionally  a  very  painful  condition  is  left  behind.  As 
a  rule  the  patient  does  not  complain  of  the  pain  until  some 
time  after  the  confinement.  If  she  has  pain  she  probably 
considers  it  arises  in  the  vagina,  and  she  expects  it  to  come 
right  shortly.  Occasionally,  however,  the  suffering  is  so  great 
within  a  day  or  two  after  the  confinement  that  the  patient 
complains  bitterly  of  it.  I  have  seen  one  marked  case  of  this. 
TJie  fissure  was  so  painful  that  large  doses  of  morphia  failed 
to  give  relief,  and  I  had  to  chloroform  the  patient  and  stretch 
the  rectal  sphincter  thoroughly.     This  was  effectual. 

Treatment. — Put  the  patient  deeply  under  chloroform,  and 
thoroughly  stretch  the  sphincter  so  as  to  paralyse  it.  Cutting 
through  the  base  of  the  fissure  is  an  older  method  of  treatment, 
but  I  think  the  stretching  is  better,  provided  always  it  he 
thoroughly  done. 

Injuries  to  the  Vagina. — Fistuljs  and  lacerations  have 
already  been  dealt  with.  In  most  cases  of  labour  there  is 
more  or  less  injury  to  the  vagina.  It  may  be  either  in  the 
upper  part  of  the  canal  or  in  the  vulva.  Lacerations  about 
the  vestibule,  though  small,  may  give  rise  to  considerable 
haemorrhage.  The  plexus  of  veins  which  lies  there  is  very 
apt  to  be  varicose,  and  if  it  is  opened  into  the  bleeding  will  be 
profuse.  In  such  a  case  stitching  is  necessary.  I  have  seen 
several  cases  in  which  stitching  was  required.  If  the  tear  is 
near  the  urethra,  care  must  be  taken  not  to  include  it  in  a 
stitch. 

Although  the  vagina  may  not  be  lacerated,  the  mucous  mem- 
brane may  be  injured  by  the  pressure  of  the  presenting  part. 
If  the  parts  are  kept  perfectly  aseptic,  no  bad  results  will  foUow, 
but  if  septic  organisms  gain  a  footing  a  puerperal  ulcer  will 
form.       It    will    present    a    greyish,   sloughing    base    with   an 
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inflamed  margin.  There  will  be  a  profuse  foul  discharge,  and 
the  temperature  and  pulse  will  rise. 

The  Treatment  consists  in  thoroughly  cleansing  the  part,  and 
applying  pure  carbolic  acid  to  the  ulcer,  and  then  dusting  ii 
with  iodoform  powder.  Vaginal  douching  in  such  a  case  may 
do  harm  by  carrying  some  of  the  putrid  material  into  the 
uterus.  To  allow  of  free  drainage,  the  upper  end  of  the  bed 
should  be  raised  or  the  patient  propped  up.  One  application  of 
carbolic  will  usually  be  sufficient,  but  the  ulcer  should  be  kept 
clean  and  have  iodoform  applied  daily  until  it  heals.  The 
slough  will  separate  in  a  few  days  and  leave  a  clean,  healthy 
surface. 

Uterine  Complications. — Some  of  these,  viz.,  after-pains, 
subinvolution,  superinvolution,  and  fistulae  have  already  been 
referred  to  (Chapters  xiii.  and  xxxiii.). 

Laceration  of  the  Cervix. — This  is  an  accident  which  is 
apt  to  happen  in  any  case  in  which  delivery  is  effected  before 
the  OS  is  fully  dilated.  In  treating  of  haemorrhage,  cases  have 
been  referred  to.  While  it  is  apt  to  happen  in  cases  artificially 
delivered,  it  also  occurs  in  natural  deliveries.  If  you  were  to 
examine  all  your  cases,  you  would  find  more  or  less  tearing  of 
the  cervix  in  a  large  number  of  them,  especially  among  primi- 
parae.  With  even  a  fairly  large  bilateral  tear  there  may  not  be 
much  bleeding,  but  if  the  uterine  artery,  or  a  large  branch  of  it, 
be  torn,  the  haemorrhage  will  be  very  severe,  and  may  even  prove 
fatal.  If  the  tear  extends  beyond  the  cervix,  the  uterine  artery 
is  very  hable  to  be  torn.  A  small  tear  in  the  cervix,  in  a  case 
of  placenta  praevia  may  cause  excessive  post-partum  haemor- 
rhage. These  cases  have  been  referred  to  in  dealing  wnth 
placenta  praevia. 

The  immediate  risk  from  a  tear  of  the  cervix  is  haemorrhage, 
while  the  remoter  risk  is  the  greater  liability  to  septic  absorp- 
tion. 

The  Diagnosis  can  easily  be   made   by  touch,  and  also  by 
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drawing  down  the  cervix  and  inspecting  it.  In  a  case  of  post- 
partum haemorrhage,  if  the  uterus  is  well  retracted,  one  should 
at  once  suspect  laceration  of  the  cervix. 

Treatment.  —  In  slight  cases  natural  repair  will  occur 
during  the  puerperium,  but  if  the  tear  is  deep,  if  it  is  not 
stitched,  the  cervix  will  remain  permanently  fissured  and  prob- 
ably require  a  secondary  repair.  When  the  tear  is  large,  even 
if  there  is  no  haemorrhage,  it  should  be  stitched  at  once.  The 
parts  are  so  dilated  that  it  is  quite  easy  to  do  this.  By  draw- 
ing down  both  lips  the  cervix  can  be  exposed  and  the  stitches 
easily  passed  with  a  curved  needle.  Catgut,  which  will  not 
absorb  under  a  week,  makes  a  very  suitable  suture.  The 
stitches  must  be  tied  tight  as  the  tissues  will  be  oedematous. 

The  three  following  cases  may  be  taken  as  illustrative : — 

Casa  I. — A  primipara,  after  a  natural  labour,  was  found  to 
have  something  protruding  from  the  vulva.  On  examining  this, 
the  house  surgeon  discovered  that  it  was  the  anterior  lip,  and 
that  there  was  an  extensive  bilateral  tear  in  the  cervix.  There 
was  no  bleeding.  I  put  five  or  six  stitches  in  each  side.  At 
the  end  of  the  puerperium  healing  was  complete. 

Case  II. — In  a  case  of  induction  of  labour  in  a  contracted 
pelvis,  delivery  had  to  be  effected  with  forceps.  The  cervix 
was  lacerated  towards  the  left  side.  Considerable  bleeding 
continued  during  the  douching,  so  the  laceration  was  stitched 
with  chromic  acid  catgut.  This  completely  stopped  the  bleed- 
ing. When  the  patient  left  the  hospital  the  cervix  was  healed, 
but  the  stitches  had  not  absorbed.  I  removed  them  six  weeks 
later,  and  they  were  as  sound  as  when  put  in.  I  have  since 
delivered  this  patient  of  another  live  child  by  induction  with 
forceps,  without  tearing  the  cervix. 

Case  III. — This  patient  had  an  exceedingly  pendulous  abdo- 
men. The  cervix  had  evidently  been  badly  torn  in  one  of  her 
former  labours.  The  anterior  lip  was  very  oedematous  and 
protruded  at  the  vulva.     The  child,  which  weighed  Hi  lb.. 
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was  delivered  alive  with  axis-traction  forceps,  but  with  the 
utmost  difficulty.  The  uterus  retracted  well  after  the  placenta 
was  expelled,  but  copious  bleeding  continued,  evidently  from 
the  cervix.  I  at  once  plugged  the  uterus  and  cervix  with 
iodoform  gauze,  and  the  vagina  with  aseptic  wool.  This  con- 
trolled the  haemorrhage  completely.  On  removing  the  plug 
next  day  there  was  no  bleeding.  In  this  case  plugging  was 
preferable  to  stitching,  as  there  was  no  single  fresh  laceration 
of  the  cervix. 

In  a  few  rare  cases,  a  ring  of  the  cervix  is  torn  otf  by  the 
advancing  head.  I  have  never  seen  a  case  of  this  kind,  but 
Hirst  records  two.  Extreme  rigidity  of  the  lower  part  of  the 
cervix,  i.e.,  of  the  part  immediately  round  the  os  externum, 
seems  to  be  the  cause.  In  Hirst's  cases  there  was  no  excessive 
bleeding,  and  the  patients  did  well.  If  bleeding  does  occur  the 
bleeding  points  should  be  caught  and  tied  if  possible,  and,  fail- 
ing this,  the  uterus  and  vagina  should  be  very  firmly  plugged. 

Inversion  of  the  Uterus. — This  usually  happens  during,  or 
shortly  after,  the  end  of  the  third  stage  of  labour,  but  it  may 
occur  later  during  the  puerperium.  Fortunately  it  is  a  rare 
occurrence.  In  51,290  cases  in  the  Glasgow  Maternity  Hos- 
pital it  only  occurred  three  times,  and  of  these  two  recovered. 
In  the  fatal  case  there  was  the  further  complication  of  placenta 
praevia.  The  accident  occurred  in  the  hands  of  a  midwife,  and 
as  the  patient  did  not  die  for  six  days,  sepsis  was  probably  the 
cause  of  death.  The  following  two  cases  are  the  only  ones  I 
have  seen  : — 

Case  I. — Mrs.  C,  aet.  twenty-two,  ii.-para,  was  attended  by  a 
midwife.  The  labour  had  begun  about  1  a.m.,  and  the  child  had 
been  born  at  4.30  a.m.  About  twenty  minutes  after  the  birth  of 
the  child  a  strong  expulsive  pain  had  brought  something  away. 
The  midwife  said  that  she  had  not  pressed  on  the  fundus  or 
pulled  on  the  cord.  When  the  mass  appeared  at  the  vulva  she 
lifted  the  placenta  off,  as  it  was  not  attached  to  the  inverted 
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uterus.  There  was  no  great  bleeding,  but  the  patient  became 
frightfully  collapsed.  I  saw  her  half  an  hour  later  and  found 
her  just  breathing  her  last.  The  inverted  uterus  lay  between 
her  thighs  completely  outside  the  vulva,  so  the  vagina  was 
inverted  as  well  as  the  uterus.  There  had  not  been  much 
haemorrhage.  Death  had  evidently  been  caused  by  shock. 
There  was  iiothing  to  account  for  the  inversion.  The  patient 
had  apparently  been  quite  healthy,  and  had  been  going  about 
as  usual  on  the  evening  before  the  labour  came  on.  The  labour 
had  been  quite  natural,  and  I  am  pretty  confident  the  midwife 
had  not  made  traction  on  the  cord.  The  cord  was  an  ordinary 
length.  So  far  as  I  could  make  out  the  placenta  had  been 
attached  to  the  fundus.  From  the  midwife's  description  of  the 
third  stage,  the  uterus  seems  to  have  remained  in  a  state  of 
inertia  for  nearly  twenty  minutes  and  then  to  have  suddenly 
contracted  very  violently.  She  said  there  was  only  one  expul- 
sive pain.  Possibly  the  weight  of  the  placenta  attached  to  the 
fundus  of  the  relaxed  uterus  had  caused  the  fundus  to  sag  down, 
and  when  the  contraction  had  come  on  the  placenta  and  fundus 
had  been  caught,  and  the  inversion  completed.  The  violence  of 
the  contraction  had  probably  inverted  the  vagina  and  separated 
the  placenta  at  the  same  time. 

Case  II. — Mrs.  P.,  get.  twenty-one,  ii.-para. 

This  patient's  first  pregnancy  had  ended  at  the  seventh 
month  in  a  premature  labour  with  a  still-born  child.  When 
three  months  pregnant  the  second  time  she  had  been  threatened 
with  an  abortion.  During  the  later  months  of  the  pregnancy  she 
had  suffered  from  profuse  leucorrhoeal  discharge,  so  bad  at  times 
that  it  used  "  to  drop  on  the  floor  ".  When  labour  began  the 
membranes  ruptured.  Some  hours  later,  when  Dr.  Christie, 
her  medical  attendant,  saw  her,  the  os  was  the  size  of  a  shilling. 
Seine  eight  hours  later,  when  the  os  was  fully  dilated,  the  pains 
began  to  weaken,  so  he  administered  chloroform  and  delivered 
with  forceps.     The  delivery  was  easy,   but  the  perineum  rup- 
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tured.  The  child  was  ahve.  During  the  third  stage  Dr. 
Christie  kept  his  hand  on  the  fundus,  but  did  not  press  firmly 
upon  it.  The  placenta  was  soon  expelled,  but  the  membranes 
were  attached  to  a  body  which  also  appeared  at  the  vulva,  and 
which  Dr.  Christie  at  once  recognised  to  be  the  inverted  uterus. 
He  quickly  stripped  the  membranes  off  and  pushed  the  body 
back  into  the  vagina,  compressing  it  to  stop  the  haemorrhage. 
The  patient  at  once  showed  signs  of  extreme  collapse.  Brandy 
was  promptly  administered. 

When  I  reached  the  patient,  about  an  hour  later,  she  was 
very  collapsed,  but  had  rallied  slightly.  She  had  lost  a  good 
deal,  but  not  an  alarming  amount  of  blood.  Her  pulse  was 
barely  perceptible  at  the  wrist.  She  complained  bitterly  of  a 
terrible  bearing  down  pain.  She  was  at  once  given  ~  gr.  of 
strychnine,  and  Dr.  Sinclair,  who  was  also  present,  gave  her  a 
normal  saline  infusion  of  2  pints  under  the  right  breast,  while 
Dr.  Christie  administered  chloroform  and  I  reinverted  the  uterus. 
It  was  completely  inverted.  With  my  fingers  in  a  cone  shape 
I  pressed  the  centre  of  the  fundus  up,  and  as  soon  as  she  went 
deeply  under  the  chloroform  I  felt  the  constricting  ring  yield, 
and  the  remainder  of  the  reinversion  was  quickly  accomplished 
with  the  closed  fist.  I  then  stripped  off  and  removed  several 
pieces  of  adherent  membranes  and  gave  a  copious  lysol  douche. 
Two  stitches  were  put  into  the  perineum.  A  hypodermic  of 
ether  was  given  and  frequent  doses  of  brandy  by  the  mouth. 
The  pain  disappeared  entirely  after  the  uterus  was  reinverted. 
Twelve  hours  later  she  had  rallied  considerably.  On  the  fourth 
day  her  temperature  rose  to  103  F.,  but  an  intra-uterine  douche 
of  lysol  quickly  brought  it  down  to  normal.  Beyond  suffering 
from  retention  of  urine  for  live  days  she  had  no  further 
trouble. 

In  this  case  there  was  no  question  of  traction  upon  the  cord, 
or  undue  pressure  from  above.  It  looks  as  if  the  inversion 
had  been  caused  by  the  firmly  adherent  membranes  dragging  the 
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fundus  down  as  the  placenta  was  expelled.  The  placenra  had 
apparently  not  been  adherent. 

Causes. — In  spontaneous  cases  there  is  probably  at  first  com- 
plete inertia  of  the  uterus.  The  placenta  remains  attached  (it 
may  be  adherent),  and  from  its  weight,  especially  if  it  be 
attached  near  the  fundus,  it  drags  down  the  uterine  wall. 
When  a  contraction  comes  on,  if  the  inverted  portion  is  caught, 
the  process  will  be  continued  until  the  body  of  the  uterus  is 
forced  into  the  vagina.  If  the  vagina  also  is  inverted  the  body 
will  protrude  at  the  vulva.  The  most  frequent  cause  of  inver- 
sion is  either  traction  on  the  cord,  or  pressure  on  the  fundus 
from  above.  In  such  cases  inertia  must  be  present  or  the 
uterine  wall  could  neither  be  pulled  nor  pushed  down.  If  the 
uterus  were  at  all  retracted,  the  cord  would  break,  or  the 
placenta  tear  off,  before  inversion  could  be  caused.  It  is  occa- 
sionally caused  during  the  puerperium  l^y  severe  straining  at 
stool. 

Symptoms. — There  is  a  sudden  indication  of  profound  shock, 
accompanied  by  some  haemorrhage.  This  will  probably  have 
been  preceded  by  a  strong  expulsive  pain. 

Diagnosis.— li  the  hand  is  placed  on  the  abdomen  no  uterine 
tumour  can  be  felt,  and,  if  the  abdominal  wall  is  at  all  lax,  a 
groove  is  felt  where  the  uterus  should  be.  A  vaginal  examin- 
ation will  at  once  reveal  a  mass,  in  the  vagina,  or  protruding 
from  it.  The  placenta,  if  not  previously  expelled,  will  still 
be  attached,  or  lying  on  the  mass.  Care  must  be  taken 
not  to  mistake  a  fibroid  polypus  for  the  uterus.  If  the  pro- 
truding mass  is  a  polypus  you  should  still  be  able  to  feel  the 
uterine  tumour  in  the  abdomen,  and  to  pass  a  sound  into  the 
cavity  of  the  uterus  by  the  side  of  the  mass. 

Prognosis. — It  is  a  very  grave  condition.  The  patient  may 
die  from  shock  or  haemorrhage  in  a  very  short  time,  and  if  the 
inversion  is  not  quickly  relieved  she  may  die  from  exhaustion, 
from  repeated  haemorrhage,  or  from  sepsis. 
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Treatment. — If  the  inversion  is  only  partial,  spontaneous 
reduction  may  occur,  but  we  must  not  reckon  on  this.  Eeduc- 
tion  should  be  attempted  at  once.  In  the  majority  of  cases,  if 
the  attempt  is  made  within  a  few  hour's,  success  will  follow. 
After  forty-eight  hours  the  chances  are  that  you  will  not 
succeed,  and  it  is  then  probably  better  to  wait  until  involution 
has  taken  place,  unless  sepsis  has  set  in  when  the  uterus 
should  be  removed. 

If  the  placenta  is  still  adherent  some  advise  that  it  should  be 
left,  but  I  think  it  should  l)e  peeled  off.  The  uterus  should 
first  be  thoroughly  cleansed.  If  the  operation  is  done  imme- 
diately chloroform  may  not  be  necessary,  but  if  a  few  hours 
have  passed  it  shovxld  be  administered.  Taxis  should  be 
applied  by  the  hand  and  not  with  instruments.  The  central 
taxis,  as  first  described  by  McClintock,  is  the  one  most  fre- 
quently used  in  recent  cases.  The  closed  fist  is  steadily  pushed 
against  the  fundus  until  the  uterus  is  reinverted,  and  the  hand 
is  kept  inside  the  organ  until  retraction  has  taken  place.  A 
second  method  is  to  grasp  the  uterus  in  the  hand,  and  while 
compressing  push  it  upwards  and  forwards  in  the  pelvic  axis. 
Another  method  is  to  grasp  the  body  in  the  same  way,  and 
then  press  firmly  upwards  with  the  thumb  on  the  anterior  part 
of  the  mass.  Whichever  method  is  used,  care  must  be  taken 
to  press  in  the  axis  of  the  pelvis,  or  the  uterus  may  simply  be 
driven  against  the  promontory  of  the  sacrum.  If  some  time 
has  elapsed  manual  taxis  wiU  probably  fail.  Vaginal  tampons 
sometimes  succeed.  Pinard  considers  Champetier  de  Eibes'  bag 
possesses  advantages  over  aU  other  plans.  The  bag  is  filled  in 
the  vagina,  and  by  its  pressure  it  gradually  reinverts  the  organ. 

When  the  reinversion  is  accomplished  an  antiseptic  intra- 
uterine douche  must  be  given  at  once.  To  combat  shock  the 
patient  should  be  freely  stimulated  and  a  large  saline  infusion 
administered.  . 

If  the  circulation  has  been  interfered  with  gangrene  of  the 
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uterus  will  occur,  and  in  such  cases,  and  in  those  which  are  very 
septic,  total  extirpation  by  the  vaginal  route  should  be  done  at 
once. 

In  cases  where  you  fail  by  taxis  or  by  elastic  pressure  in- 
volution should  be  allowed  to  occur  before  making  further 
attempts.  The  tendency  of  the  present  day  is  to  deal  with 
these  cases  by  abdominal  section,  or  anterior  colpohysterotomy. 
By  the  abdominal  route  the  cervical  ring  may  be  dilated,  or,  if 
this  is  impossible,  the  posterior  uterine  wall  may  be  incised 
longitudinally  and  then  stitched  after  reposition  has  been 
effected.  If  reposition  is  found  impossible,  hysterectomy  should 
be  performed. 

Displacements  of  the  Uterus. 

Prolapse  of  the  Uterus. — The  commonest  displacement  is 
prolapse.  It  is  liable  to  occur  if  a  patient  rises  before  the 
uterus  has  involuted  into  the  pelvis.  The  ligaments  have  not 
had  time  to  come  back  to  their  normal  state  and  the  weight  of 
the  organ  causes  the  prolapse.  It  is  specially  liable  to  occm- 
if  the  perineum  has  been  torn  and  not  properly  repaired.  In 
some  cases,  however,  the  perineum  may  remain  intact,  and 
yet  there  may  be  considerable  injury  to  the  pelvic  fascia  which 
will  allow  the  uterus  to  descend.  The  following  case  illustrates 
this.  I  delivered  a  primipara  by  axis-traction  forceps  of  a  very 
large  child.  It  was  a  persistent  occipito-posterior  position,  but 
the  perineum  was  not  torn.  She  did  not  rise  until  involution 
was  complete,  and  after  being  up  for  a  few  days  she  had  an 
attack  of  rheumatism  which  confined  her  to  bed  for  six  weeks. 
When  she  began  to  move  about  after  this  the  uterus  prolapsed, 
so  that  the  cervix  appeared  at  the  vulva. 

The  treatment  in  these  cases  is  to  support  the  uterus  with 
a  ring  pessary,  and  make  the  patient  rest  as  much  as  possible. 
The  great  preventative  is  not  to  allow  a  woman  to  get  up 
until  the  uterus  has  involuted  into  the  pelvis. 
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Retro-displacements. — In  the  early  stage  of  prolapse  there 
is  more  or  less  posterior  displacement  of  the  fundus,  but  this 
not  infrequently  occurs  without  any  prolapse.  Pads  under  the 
abdominal  binder  are  said  to  predispose  to  this,  but  as  they 
are  only  used  in  the  first  day  or  two  of  the  puerperium  when 
the  uterus  is  above  the  promontory  and  cannot  be  displaced 
backwards,  I  cannot  see  how  they  can  possibly  have  any  effect. 
If  they  are  used  after  the  fundus  has  fallen  below  the  promon- 
tor}^  they  may  then  certainly  be  injurious.  Overdistention 
of  the  bladder  will  be  very  apt  to  cause  displacement.  The 
chief  factor  is  undoubtedly  the  relaxed  condition  of  the  hga- 
ments,  especially  the  round  ligaments.  After  an  attack  of 
para-  or  perimetritis,  it  may  arise  from  the  contraction  of 
adhesions  drawing  the  fundus  back. 

The  Treatment  is  to  replace  the  uterus,  and  keep  it  in  position 
by  means  of  a  suitable  pessary.  If  an  inflammatory  condition 
is  present  it  must  first  be  dealt  with. 
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Conditions  of  the  Uterus  and  Adnexa  Arising  from 
Septic  Absorption. 

This  subject  is  a  very  wide  one,  but  I  shall  endeavour  to  deal 
with  it  as  concisely  as  possible.  One  can  hardly  say  that  the 
pathology  of  this  condition  has  been  thoroughly  worked  out. 
Much  still  remains  to  be  done,  but  the  science  of  bacteriology 
has  thrown  a  great  deal  of  light  on  the  subject,  and  has  revealed 
to  us  many  things  which  were  unknown  to  our  predecessors. 
We  now  know  that  micro-organisms  are  at  the  bottom  of  all 
septic  mischief,  and  that,  as  a  rule,  they  or  their  products  gain 
an  entrance  into  the  woman's  system  during  the  labour  or 
shortly  after  it.  In  a  few  rare  cases  they  are  present  in  the 
system  before  labour,  as  I  shall  illustrate  by  a  number  of 
cases. 

The  term  puerperal  fever  is  a  very  misleading  one,  and  it 
should  be  banished  from  our  nomenclature.  As  Semmelweis 
long  ago  pointed  out,  the  condition  is  simply  that  of  blood 
poisoning  occurring  in  a  puerperal  woman.  The  only  effect 
the  puerperal  condition  has  on  the  disease  is  to  render  it  more 
virulent.  The  patient's  blood  is  very  hydrajmic  and  the 
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organs  of  absorption  and  excretion  are  fully  taxed,  to  dispose  of 
the  products  of  involution,  so  it  is  easy  to  understand  why 
blood  poisoning  is  so  apt  to  be  serious. 

Various  organisms  have  been  identified  in  the  discharges,  e.(/., 
the  streptococcus,  the  staphylococcus,  the  colon  bacillus,  the 
gonococcus,  the  bacillus  pyocyaneus,  the  bacillus  foetidus,  the 
pneumococcus,  theKlebs-Lciffler  bacillus,  and  the  tetanus  bacillus. 
The  streptococci  are  probably  the  ones  most  frequently  found, 
but  in  many  cases  the  infection  is  a  mixed  one.  These  organisms 
act  directly  on  the  system  and  give  rise  to  septicaemia  or  pyasmia. 
On  the  other  hand,  sapraemia,  which  may  be  looked  upon  as  a 
milder  form  of  sepsis,  although  in  some  cases  it  may  be  fatal,  is 
■caused,  not  by  direct  invasion  of  the  tissues  by  organisms,  but 
by  the  absorption  of  their  products,  i.e.,  of  ptomaines.  These 
ptomaines  are  produced  by  the  action  of  saprophytic  organisms 
on  the  dead  animal  tissues  which  are  present  in  the  birth  canal. 

As  has  already  been  stated,  vaginal  bacteria  proper  have  the 
power  of  destroying  even  the  most  virulent  of  these  organisms, 
but  their  power  is  limited,  and,  if  the  invading  organisms  are  too 
numerous  or  too  powerful,  the  victory  must  go  to  the  stronger. 

How  the  Organisms  Gain  an  Entrance. — In  the  great 
majority  of  cases  the  germs  are  conveyed  into  the  genital 
canal  by  the  examining  fingers  or  instruments,  at  the  time  of 
labour  or  during  the  puerperium,  and  gain  an  entrance  through 
the  lymphatics  in  septicaemia.  The  external  genitals  and  peri- 
neum must  swarm  with  all  sorts  of  organisms,  and,  if  these 
parts  are  not  thoroughly  cleansed,  it  is  impossible  to  guard 
against  introducing  some  of  them,  when  making  an  examina- 
tion or  applying  instruments.  However  careful  one  may  be 
in  sterilising  one's  hands  and  instruments,  if  care  is  not  also 
exercised  in  cleansing  the  external  parts,  organisms  are  sure  to 
be  introduced.  The  truth  of  this  has  been  demonstrated  to  me 
over  and  over  again  in  my  hospital  work.  When  we  admit 
a  patient  who  has   been  examined  outside  in  the  usual  way 
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without  having  had  the  external  genitals  cleansed,  we  almost 
invariably  find  the  temperature  rises  slightly  in  most,  and  con- 
siderably in  some.      The  following  case  will  illustrate  this  : — 

A  primipara  with  a  conjugate  vera  of  slightly  under  2f  in. 
was  admitted  to  the  Maternity  Hospital  in  labour.  The  mem- 
branes were  unruptured  and  the  child  alive.  It  was  clearly  a 
case  for  Caesarian  section,  l)ut  I  learned  that  she  had  been 
examined  several  times  by  different  men  before  she  was  sent 
in,  and  as  evidently  no  care  had  been  taken  to  cleanse  the 
external  genitals  I  decided  not  to  do  a  section.  Craniotomy 
was  performed  with  the  most  rigid  antiseptic  precautions,  and 
although  there  was  no  laceration  of  the  parts  she  developed 
acute  sepsis  within  two  days.  Had  I  done  a  section  she  would 
have  been  dead  wdthin  forty-eight  hours. 

Sepsis  may  be  conveyed  through  the  vulvar  napkins  or  the 
domestic  sponge,  which  old  women  are  so  fond  of  using  to 
cleanse  the  patient  with.  Many  patients  have  been  infected 
by  the  douche,  when  given  with  an  old  enema  syringe. 

Infection  from  drains  may  undoubtedly  arise,  as  the  follow- 
ing case  well  illustrates.  The  patient,  a  primipara,  was  delivered 
by  a  nurse  after  an  easy  natural  labour.  The  room  she  lay  in 
was  on  the  ground  floor  of  a  tenement,  where  a  new'  system 
of  water-closets  was  being  built.  A  few  hours  after  delivery 
the  workmen  opened  the  drain  which  ran  through  the  entry. 
Within  three  hours  the  patient  had  a  violent  rigor,  and  when 
I  saw  her  shortly  afterwards  her  temperature  was  105"  F.  She 
was  removed  to  the  Fever  Hospital  as  soon  as  possible,  but  she 
died  of  septicaemia  a  few  days  later.  The  opened  drain  was 
opposite  the  door  of  the  house  in  a  narrow  entry  and  within  a 
few  feet  of  her  bed  (see  also  case  of  phlegmasia  alba  dolens, 
p.  508). 

The  retention  of  any  part  of  the  secundines  will  predispose 
to  sepsis,  as  the  air  swarms  with  saprophytic  organisms,  ever 
on  the  watch  for  a  suitable  nidus. 
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It  has  recently  been  maintained  that  pathogenic  organisms 
may  be  retained  in  the  interstices  of  the  endometrium  during 
pregnancy,  and  set  up  sepsis  after  labour.  I  have  never  seen  a 
case  of  this  kind,  but  I  have  seen  several  where  old  abscesses 
were  undoubtedly  the  sources  of  infection.  These  abnormal 
eases  will  be  desciibed  later. 

Puerperal  Septicaemia.  Symptoms. — As  a  rule,  nothing 
wrong  is  noticed  during  the  first  twenty-four  hours  after  labour. 
During  the  second  or  third  day  of  the  puerperium,  or  it  may  be 
later,  the  patient  has  a  rigor,  and  the  pulse  and  temperature 
rise.  The  chances  are  that  you  will  be  told  that  the  patient  has 
had  a  chill.  To  the  lay  mind  this  explains  the  matter.  The 
patient  may  have  been  exposed  to  a  draught,  or  her  room 
allowed  to  get  too  cold,  but  will  this  be  the  cause  of  the 
seizure  ?  There  is  no  doubt  that  exposure  to  cold  or  a  draught, 
by  lowering  the  vitality,  will  predispose  to  sepsis,  but  it  cannot 
arise  unless  the  organisms  are  alread}^  there,  ready  to  begin 
their  fell  work.  In  the  same  way  I  believe  worry  and  anxiety, 
or  great  mental  excitement,  will  predispose  a  woman  to  septic 
invasion. 

With  the  general  disturbance  we  have  also  local  manifesta- 
tions. The  lochia  become  scanty  or  are  suppressed,  the  vagina 
grows  hot  and  tender,  and  there  is  considerable  tenderness  over 
the  uterus.  Involution  ceases,  and  the  uterus  may  even  become 
larger  than  it  was,  and  lose  its  feel  of  firmness.  The  milk 
secretion  is  checked.  The  patient's  tongue  becomes  furred,  and 
she  suffers  from  headache.  Vomiting  may  occur,  and  in  many 
cases  diarrhoea  sets  in.  The  abdomen  often  becomes  tender 
and  distended,  showing  that  general  peritonitis  has  set  in.  A 
scarlatinal  rash  sometimes  appears  over  the  wrists  and  elbows. 
The  temperature  and  pulse  will  remain  very  high.  The  pulse 
is  a  better  index  of  the  patient's  condition  than  the  temperature. 
In  some  cases  the  temperature  may  remain  low,  even  subnor- 
mal, and  vet  the  nulse  be  xery  hii>h.      Such  a  case  is  likelv  to 
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prove  fatal.  The  patieut  will  often  be  restless  and  delirious, 
but  you  occasionally  see  a  case  where  the  woman,  although, 
from  her  general  appearance,  manifestly  very  ill,  yet  maintains 
that  she  is  feeling  quite  well.    Such  a  case  generally  ends  fatally. 

In  some  cases  septic  pneumonia  will  be  set  up,  and  the  heart 
is  liable  to  be  affected.     In  others  insanity  may  develop. 

The  disease  may  prove  fatal  in  a  day  or  two,  but  it  sometimes 
lasts  for  as  long  as  three  weeks. 

Diagnosis. — As  a  rule,  the  condition  can  be  only  too  easily 
recognised  by  the  high  temperature,  quick  pulse,  rigors,  pain  in 
the  abdomen,  and  change  in  the  lochial  discharge,  etc.  The 
onset  of  any  of  the  exanthemata  may  mislead  one.  Of  these, 
enteric  fever  used  to  be  the  most  difficult  to  diagnose,  as  its 
symptoms  are  almost  identical  with  those  of  acute  septicaemia, 
but,  thanks  to  the  Widal  method  of  examining  the  serum,  we 
are  now  able  to  settle  the  diagnosis  early. 

Prognosis. — The  condition  is  an  exceedingly  grave  one. 

Treatment. — Prevention  is  always  better  than  cure,  and  in 
this  case  it  is  markedly  so.  There  are  a  few  cases  in  which 
the  disease  cannot  be  prevented,  but  in  the  great  majority  there 
is  no  doubt  that  preventative  measures  will  prove  effective. 

In  the  first  place,  the  surroundings  of  the  patient  should  be 
in  a  sanitary  condition,  and  the  labour  should  be  conducted  on 
aseptic  principles,  with  as  few  vaginal  examinations  as  possible. 
The  labour  must  not  be  allowed  to  linger  on  until  the  woman 
is  completely  exhausted,  and  care  must  be  taken  to  have  the 
uterus  completely  emptied.  During  the  puerperium  perfect 
cleanliness  must  be  insisted  upon.  If  proper  precautions  are 
taken  there  is  little  risk  of  the  disease.  When  it  does  arise,  we 
have  to  deal  with  a  constitutional  as  well  as  a  local  condition, 
and  we  must,  therefore,  adopt  constitutional,  as  well  as  local, 
treatment. 

The  first  thing  to  do  is  to  get  the  bowels  well  cleared.  A 
full  dose  of  calomel,   followed   by  a  saline  or  an  enema,  does 
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well.  For  the  high  temperature  quinine  is,  in  my  opinion, 
the  best  antipyretic.  It  should  be  given  in  full  doses,  say  10 
gr.,  followed  by  5  gr.  every  four  hours.  If  the  patient  suffers 
from  much  pain,  5  gr.  of  Dover's  powder  should  be  combined 
with  each  dose  of  quinine.  If  the  pulse  is  quick,  free  stimula- 
tion will  be  necessary.  Strychnine  given  hypodermically  makes 
the  best  cardiac  stimulant,  and  it  should  be  used  freely  when 
the  heart  shows  any  signs  of  flagging.  In  bad  cases  good  old 
brandy  or  whisky  should  be  given  freely,  not  in  teaspoonful, 
but  in  one  to  two  tablespoonful  doses  every  hour  or  two.  The 
patient  must  be  given  as  much  fluid  nourishment  as  she  can 
take,  in  the  form  of  milk,  soups,  beef  extracts,  etc. 

Local  Treatme)it.— The  uterus  must  be  very  thoroughly 
douched  out,  and  any  portions  of  membranes,  placenta,  or  de- 
cidua  should  be  carefully  removed  with  the  finger.  Curetting 
is  not  advisable.  Any  antiseptic  may  be  used  in  the  douche, 
but  perchloride  of  mercury  (1  in  2,000)  is  the  best.  The  douch- 
ing should  be  finished  with  boiled  water  to  wash  out  as  much 
as  possible  of  the  albuminate  of  mercury,  which  deposits  in  the 
endometrium.  Poisoning  has  occurred,  but  I  have  never  seen 
a  case.  The  temperature  often  rises  after  the  douche  is  given, 
and  a  rigor  frequently  occurs.  If  the  douching  has  done  any 
good,  the  temperature  should  fall  in  a  few  hours.  If  neces- 
sary, intra-uterine  douching  should  be  repeated  daily,  and,  in 
addition,  the  nurse  may  give  a  vaginal  douche  later  in  the  day. 
Poultices  or  stupes  over  the  uterus  have  a  soothing  effect. 

The  infusion  of  a  pint  or  two  of  normal  saline  solution  is 
usually  very  beneficial  to  the  patient.  It  dilutes  the  poison 
and  also  assists  its  elimination.  The  infusion  may  be  repeated 
several  times  if  necessary. 

As  regards  the  use  of  antistreptococcic  serum  there  is  con- 
siderable difference  of  opinion.  In  pure  streptococcic  infection 
it  is  useful,  but  in  mixed  infection,  as  in  the  majority  of  cases, 
it  is  questionable  if  it  will  do  much  good.     If  possible,  a  culture 


COMPLICATIONS  OF  THE  PUERPERIUM.  47: 

should  be  made  from  the  interior  of  the  uterus  before  resorting 
to  the  use  of  the  serum,  but  this  cannot  always  be  done.  In 
some  cases  I  have  seen  very  remarkable  improvement  following 
its  use,  while  in  others  it  has  had  no  effect. 

Total  extirpation  of  the  uterus  has  been  strongly  recom- 
mended by  some,  but  the  results  have  not  been  very  brilliant. 
By  removing  the  uterus  you  remove  the  source  of  infection, 
but  the  general  system  has  become  so  poisoned  that  the  patient 
is  apt  to  sink  from  the  operation. 

Pyaemia,  — ■  This  condition  is  caused  by  the  same  micro- 
organisms as  cause  acute  sepsis.  The  infection  usually  takes 
place  through  the  clots  in  the  uterine  sinuses,  and  spreads 
through  the  general  circulation  as  these  clots  break  down.  It 
may  also  arise  from  neglected  sapraemia.  To  all  intents  and 
purposes  it  is  a  chronic  form  of  septicaemia. 

Symptoms. — It  differs  from  septicaemia  in  that  it  does  not, 
as  a;  rule,  arise  until  the  second  week  of  the  puerperium.  The 
course  of  the  puerperium  may  have  been  quite  normal  up  to, 
say,  the  tenth  day,  or  there  may  have  been  some  febrile  dis- 
turbance from  sapraemia.  The  patient  is  seized  with  a  severe 
rigor,  and  the  temperature  rises  to  104°  or  106°  F.,  with  a 
correspondingly  quick  pulse  rate.  In  a  few  hours  the  tem- 
perature falls,  and  may  come  down  to  normal,  and  the  patient 
may  seem  all  right,  but  in  twelve  or  twenty-four  hours  other 
rigors  follow  at  short  intervals,  and  the  temperature  varies 
between  100°  and  105°  or  106°  F.  Each  rigor  indicates  a  fresh 
infection  in  some  part  of  the  body. 

In  from  three  days  to  a  week  or  so  the  points  of  infection 
become  apparent,  by  metastatic  abscesses  forming.  These  may 
appear  in  nearly  any  part  of  the  body.  They  may  appear  in 
superficial  parts,  as  subcutaneously,  or  in  the  joints,  or  in  the 
deeper  parts  as  the  liver,  lungs,  kidney,  and  brain.  If  the 
abscesses  occur  in  a  position  where  they  can  be  promptly 
opened,   the  patient,  if  she  does  not  die  of  exhaustion  from 
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prolonged  suppuration,   may  recover,   but  if  they  are  in 
organs,  or  if  a  septic  pneumonia,  pericarditis,  endocarditis,  or 
peritonitis  is  set  up,  she  will  prol)ably  die. 

Diagnosis. — Eigors,  with  an  oscillating  temperature,  occurring 
late  in  the  puerperium,  make  the  diagnosis  easy.  It  may  be 
mistaken  for  enteric  fever  or  vice  versa,  but  the  Widal  reaction 
soon  settles  the  point.  The  occurrence  of  the  abscesses  would 
of  course  be  definite. 

Prognosis. — It  is  a  very  grave  condition,  but,  if  the  abscesses 
are  superficial,  the  chances  are  in  the  patient's  favour. 

Treatment. — Support  the  patient's  strength  by  the  free  use 
of  alcohol  and  plenty  of  easily  digested  food.  Quinine,  strych- 
nine, and  large  doses  of  iron  are  useful.  As  regards  douching, 
it  will  do  more  harm  than  good,  except  where  there  is  a  septic 
endometritis.  In  such  a  case  the  uterus  should  be  thoroughly 
washed  out  and  curetted  and  then  plugged  with  iodoform 
gauze.  Wherever  abscesses  form  they  should  be  evacuated 
and  thoroughly  drained.  If  they  form  in  a  joint,  open  them 
as  soon  as  possible,  to  prevent  destruction  of  the  joint. 

Antistreptococcic  serum  has  been  used  in  these  cases  with 
some  success,  and  in  bad  cases  it  should  certainly  have  a  trial. 

Sapraemia. — This  condition  arises  from  the  absorption  of 
the  products  of  decomposition,  i.e.,  of  ptomaines.  Saprophytic 
organisms  are  always  present  in  the  atmosphere  and  gain 
entrance  to  the  vagina  in  every  case,  but  they  can  do  no  mis- 
chief unless  there  is  a  fair  amount  of  dead  tissue  for  them  to 
act  upon.  There  must  always  be  some  dead  tissue  to  come 
away  from  the  uterus,  as  the  remains  of  the  deciduae  and  clots 
from  the  uterine  sinuses  are  cast  off,  but  with  free  drainage 
these  are  not  allowed  to  lie  in  the  vagina,  and,  therefore,  the 
saprophytes  do  not  get  time  to  act  upon  them.  Under  ordinary 
conditions  the  normal  vaginal  bacteria,  if  they  have  not  been 
disturbed  by  injudicious  douching,  may  be  counted  on  to  deal 
with  the  saprophytes. 
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Si/mpto)iiv. — About  the  third  day  of  the  puerperiuin  the 
temperature  rises  to  101''  or  102°  F.,  and  the  pulse  quickens 
proportionately.  The  patient  may  not  feel  very  much  out  of 
sorts,  but  the  lochial  discharge  will  be  found  to  be  foetid.  If 
she  is  promptly  treated  she  may  be  all  right  next  day,  but,  if 
matters  are  left  to  take  their  course,  the  temperature  will 
gradually  rise  higher,  rigors  will  occur,  and  the  patient  will 
become  very  ill.  By  this  time  the  organisms  will  have  made 
their  way  up  from  the  vagina  into  the  uterus,  to  the  dead  tissue 
of  the  endometrium  and  the  clots  in  the  sinuses,  and  a  septic 
endometritis  will  be  set  up.  These  organisms,  which  at  first 
were  only  able  to  act  on  dead  tissues,  are  said  to  change  into 
more  virulent  forms  and  attack  the  living  tissues.  The  lochia 
will  be  very  foul  and  profuse,  thus  dilfering  from  the  lochia  of 
septicaemia  which  is  scanty  and  not  foetid.  The  septic  con- 
dition may  further  spread  through  any  laceration  of  the  cervix 
into  the  broad  ligament  of  one  or  both  sides,  and  set  up  a 
cellulitis,  or  through  the  Fallopian  tubes  and  set  up  a  peri- 
metritis which  may  go  on  to  a  general  peritonitis  and  prove 
fatal.     Another  result  may  be  a  general  pyaemia. 

Dkujnosis. — Foetid  lochial  discharge  is  the  distinguishing 
feature  of  sapraemia. 

Frognoais. — If  promptly  treated  the  patient  should  always 
recover.  If  it  is  neglected  she  may  die,  and,  even  if  she  recovers, 
there  will  probably  be  some  bad  effects  in  the  form  of  subinvo- 
lution, adhesions,  etc.,  left  behind. 

PropJiylactic  Treatment. — Conduct  the  third  stage  of  labour 
so  as  to  prevent  the  entrance  of  air  to  the  vagina,  and  to  ensure 
that  the  uterus  is  thoroughly  emptied  and  well  retracted  before 
applying  the  binder.  Also  ensure  thorough  drainage  by  order- 
ing the  patient,  if  she  possibly  can,  to  micturate  and  defaecate 
in  a  sitting  posture.  On  the  first  indication  of  symptoms,  give 
a  vaginal  antiseptic  douche  and  also  wash  out  the  uterus,  but 
before  passing  the  nozzle  into  the  uterus  be  sure  that  you  have 
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very  thoroughly  washed  out  the  vagina,  otherwise  you  may 
carry  infection  into  the  uterus.  I  prefer  washing  out  the 
uterus  as  well  as  the  vagina,  for  the  reason  that  if  only  a 
vaginal  douche  is  given  the  first  flow  of  the  douche  may  have 
forced  some  of  the  organisms  up  into  the  cervix,  and,  besides, 
one  can  never  be  sure  that  they  have  not  already  invaded  the 
uterus,  especially  if  there  is  anything  retained  in  it.  It  is  well 
always  to  make  a  careful  examination  to  see  if  there  is  any 
membrane,  etc.,  protruding  from  the  cervix.  If  there  is, 
remove  it.  I  have  more  than  once  found  a  piece  of  membrane, 
the  removal  of  which  has  been  followed  by  an  immediate  fall 
of  the  temperature.  The  patient's  bowels  should  be  freely 
cleared  by  an  active  purge.  A  few  doses  of  quinine  are  also 
very  useful,  as  you  get  not  only  the  antipyretic  and  tonic  action, 
but  also  an  action  upon  the  uterus  which  causes  expulsion  of 
any  dead  matter  lying  in  it.  Free  drainage  should  be  ensured 
by  raising  the  head  of  the  bed  or  propping  the  patient  up. 
Free  purgation,  while  relieving  the  system  of  some  of  the 
poison,  also  assists  drainage,  especially  if  the  patient  is  allowed 
to  sit  up  to  stool.  The  importance  of  free  drainage  of  the 
vagina  and  uterus  was  impressed  upon  me  a  good  many  years 
ago  in  one  of  my  cases  in  the  outdoor  department  of  the 
Maternity  Hospital.  The  patient  had  a  very  adherent  placenta 
with  a  macerated  foetus.  She  lost  a  great  deal  of  blood.  The 
result  w^as  that  bad  sapraemia  began,  and  she  refused  to  allow 
douching.  On  the  evening  of  the  second  day  of  the  attack, 
when  her  temperature  was  103°  F.,  I  found  her  sitting  at  the 
fireside.  She  said  she  would  not  recover  if  she  stayed  in  bed. 
Next  morning  her  temperature  was  normal  and  she  made  a 
good  recovery.  The  uterus  had  emptied  itself  and  the  source 
of  infection  had  been  removed  by  her  assuming  the  erect 
posture.  Of  course  it  would  be  a  mistake  to  order  a  patient 
suffering  fi-om  saprasmia  to  get  out  of  her  bed,  but  it  is  almost 
as  bad  a  mistake  to  keep  her  lying  perfectly  flat  on  her  back. 
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In  sapraemic  cases  if  the  vagina  has  been  much  bruised  or 
lacerated  a  puerperal  ulcer  is  apt  to  form.  This  has  already 
been  dealt  with  on  page  455. 

Pelvic  Cellulitis  or  Parametritis. — This  condition  has 
already  been  mentioned  in  connection  with  sapraemia.  It  is 
the  result  of  absorption  through  a  laceration  in  the  cervix. 
As  the  left  side  of  the  cervix  is  more  commonly  torn  than  the 
right,  a  left-sided  cellulitis  is  more  frequent  than  a  right-sided 
one.  There  is  more  or  less  cellular  tissue  along  all  the  liga- 
ments of  the  uterus,  but  the  chief  masses  lie  between  the  folds 
of  the  broad  ligaments  of  either  side.  While  the  seat  of  the 
inflammation  is  usually  at  the  side  of  the  uterus,  it  may  be  in 
the  front  or  behind.  One  or  both  sides  may  be  affected.  A 
hard  mass  becomes  deposited  and  pushes  the  uterus  towards 
the  apposite  side  of  the  pelvis.  There  is  great  tenderness  in 
the  part.  In  most  cases  resolution  slowly  occurs.  There  will 
generally  be  some  contraction  of  the  ligaments  left  behind,  and 
these  will  cause  displacement  of  the  uterus.  In  a  number 
of  cases,  however,  suppuration  occurs  in  the  mass,  and  a  pelvic 
abscess  results.  The  abscess  may  burst  internally,  in  which 
case  the  result  will  be  fatal,  but  the  pus  more  frequently  makes 
its  way  to  the  exterior  through  the  vagina,  bowel,  or  bladder. 
It  may  also  come  to  the  surface  in  various  positions,  as  above 
Poupart's  ligament,  in  the  thigh,  in  the  back,  etc. 

Symptoms. — As  it  is  always  the  result  of  septic  absorption 
you  have  indications  of  sepsis  by  high  temperature,  quick  pulse, 
and  rigors,  with  severe  pain  in  the  pelvic  region.  At  first  there 
will  be  heat  and  tenderness  in  the  vagina,  but  very  soon  a  hard, 
tender  mass  will  be  felt  pushing  the  uterus  aside.  The  patient 
will  lie  with  the  leg  of  the  affected  side  drawn  up,  as  this  will 
give  her  most  ease.  When  suppuration  occurs  there  will  be 
repeated  severe  rigors. 

Diagnosis.— Indio3i,tion  of  sepsis,  and  in  a  very  short  time  a 
hard  mass  to  be  felt  in  the  pelvis. 
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Pelvic  Peritonitis  or  Perimetritis. — This  arises  in  much 
the  same  kind  of  cases,  but  instead  of  the  inflammation  being 
confined  to  one  part  of  the  pelvic  tissue  it  involves  the  whole 
pelvic  peritoneum.  The  infection  has  spread  through  the 
tubes.  It  may  not  confine  itself  to  the  pelvic  peritoneum,  but 
may  spread  through  the  peritoneal  cavity  and  set  up  general 
peritonitis. 

The  Symptonu  are  much  the  same  as  with  cellulitis,  but  the 
pain  is  over  the  whole  pelvis  and  not  confined  to  one  side. 
When  the  effusion  has  taken  place  the  whole  pelvis  will  be 
found  to  be  full  of  a  firm  mass  all  round  the  uterus.  It  feels 
much  the  same  as  if  plaster  of  Paris  had  been  poured  into  the 
pelvic  cavity  and  allowed  to  set  round  the  uterus.  The  patient 
will  lie  with  both  legs  drawn  up. 

Absorption  generally  occurs,  but  adhesions  are  often  left 
l)ehind,  and  as  these  contract  they  may  pull  the  uterus  out  of 
its  normal  position  and  be  a  great  som'ce  of  trouble.  In  some 
cases,  however,  suppuration  occurs,  and  the  abscess  discharges 
itself  in  the  same  way  as  a  celluhtic  abscess  does. 

Diagnosis. — There  are  the  same  indications  as  with  cellulitis, 
only  the  pain  in  the  pelvis  is  more  general.  When  the  effusion 
is  present,  the  whole  pelvis  will  be  found  to  be  full  of  a  hard 
mass,  fixing  the  uterus  in  position. 

Prognosis. — Both  with  cellulitis  and  peritonitis  the  prognosis 
is  good  as  regards  life,  but  troublesome  adhesions  are  frequently 
left  behind. 

Treatment. — With  thorough  aseptic  precautions  these  cases 
should  not  occur,  but  when  they  do  occur  both  general  and 
local  treatment  must  be  adopted.  The  patient's  strength  must 
be  kept  up  by  means  of  noimshiug  diet  and  stimulants.  The 
bowels  must  be  thoroughly  cleared,  and  to  relieve  the  pain  hot 
stupes  or  bran  poultices  should  be  applied  over  the  pelvic 
region.  Morphia  suppositories  may  be  necessary.  For  the 
fever   quinine  is  useful     When   the  acute  stage  is  over  hot 
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vaginal  douches  should  be  given,  and  ichth^'ol  and  glycerine 
tampons  inserted  to  promote  absorption.  If  suppuration  occurs 
the  abscess  should  be  opened  and  thoroughly  drained  through 
the  vagina,  or  wherever  it  is  pointing.  The  vaginal  route 
should  as  a  rule  be  selected,  as  this  will  be  the  lowest  point. 
A  hydrosalpinx,  a  pyosalpinx,  or  an  abscess  of  the  ovary 
may  result.  With  either  of  these  the  best  treatment  is  to 
remove  it  by  abdominal  section.  The  vaginal  route  is  not  very 
suitable,  as  there  are  likelv  to  be  many  adhesions. 


Cases  of  Sepsis. 

Case  I.  Se])ticcemia,  Treated  by  Antistreptococcic  Serum  : 
Recovery.  —  E.  E.,  unmarried,  primipara,  get.  twenty-one, 
admitted  in  labour  with  the  breech  presenting.  The  pelvis 
was  contracted.  The  labour  progressed  naturally  for  some 
hours,  and  then  the  patient  had  an  epileptic  seizure  which 
lasted  for  a  few  minutes.  She  was  given  chloroform,  and 
delivery  effected  with  some  difficulty  by  traction.  The  child 
was  still-born.  The  perineum  and  posterior  vaginal  wall  were 
lacerated.  Two  stitches  were  put  in  the  vagina  and  three  in 
the  perineum. 

Next  day  the  patient  had  two  more  fits.  In  the  second  one 
she  shouted  loudly.  The  urine  was  found  to  contain  a  small 
quantity  of  albumin  and  blood,  and  some  granular  tube-casts. 
She  was  given  chloral  and  bromide  to  control  the  fits. 

Until  the  third  day  her  temperature  was  satisfactory,  but  it 
then  rose  to  104°  F.  The  lochia  were  foetid,  and  the  posterior 
vaginal  wall  was  covered  with  a  greyish  slough.  The  sutures 
had  given  way  in  it  and  the  perineum.  The  patient  was  list- 
less and  stupid,  but  complained  of  little  beyond  a  headache. 
Her  tongue  was  foul,  but  her  bowels  were  regular.  An  intra- 
uterine douche  was  given. 

On  the  fifth  day  the  uterus  was  ciu'etted  and  the  temperature 
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fell  from  103'2  to  97"2  F.  There  was  considerable  haemor- 
rhage. Next  day  the  temperature  rose  to  104'  F.,  and  the 
patient  began  to  complain  of  pain  in  the  abdomen,  especially 
on  palpation.  The  fundus  was  at  the  level  of  the  umbihcus 
and  towards  the  right.  She  had  a  slight  epileptiform  seizure 
on  the  sixth  day,  and  was  very  much  excited  afterwards. 

She  was  removed  to  the  Fever  Hospital  on  the  eighth  day  of 
the  puerperium.  On  admission  there  her  temperature  was 
103-6'  F. 

Next  day  she  was  restless  and  "  heady  ".  There  was  a 
copious  foetid  vaginal  discharge.  Her  temperature  was  105° 
F.  Forty  c.c.  of  antistreptococcic  serum  were  injected  between 
the  scapulse.  Next  day  there  was  no  improvement.  She  was 
restless  and  delirious,  but  by  the  following  day  the  temperature 
had  fallen  considerably  and  the  pulse  slowed  down.  For  three 
days  the  temperature  remained  normal,  and  it  then  suddenly 
rose  to  104'6''  F.  She  made  no  complaint  and  seemed  quite 
comfortable.  For  a  week  the  temperature  fluctuated  between 
101°  and  106°  F.,  and  it  then  became  normal  and  remained 
so.  She  occasionally  complained  of  headache  during  the 
pyrexia,  but  of  nothing  else. 

She  was  dismissed  quite  well,  twenty-five  days  after  admis- 
sion to  the  Fever  Hospital.  Besides  the  antistreptococcic  serum 
she  was  given  vaginal  douches  of  creolin,  and  iron,  stimulants, 
and  sedatives  as  required. 

The  antistreptococcic  serum  seems  to  have  had  a  l-jeneficial 
effect  in  this  case. 

Case  II.  Septicemia,  Treated'  by  AntistrejJtococcic  Serum  : 
Fatal. — N.  B.,  unmarried,  primipara,  aet.  twenty-two. 

The  head  presented  L.O.A.,  and  the  labour  ended  by  natural 
efforts,  but  a  portion  of  the  membranes  was  adherent,  and  had 
to  be  removed  by  the  hand.  There  was  a  brisk  post-partum 
haemorrhage,  which  was  checked  by  a  hot  douche.  The  tem- 
perature was  100°  F.  at  the  time  of  delivery,  and  it  steadily  rose 
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to  102  F.  on  the  second  day,  108'6'  F.  on  the  third  day,  104:'6 
F.  on  the  fourth  day,  and  105'6'  F.  on  the  fifth  day.  The  uterus 
was  douched  out  on  the  second  day.  On  the  fourth  day  the 
posterior  vaginal  wall  was  covered  with  a  greyish  slough. 
Quinine  reduced  the  temperature  about  3°,  but  it  quickly  rose 
again  to  105°  F. 

She  was  sent  to  the  fever  hospital  on  the  sixth  day.  Her 
temperature  on  admission  there  was  105'4'  F.,  and  her  pulse 
very  weak  and  quick.  The  fundus  was  about  two-thirds  dis- 
tance between  the  pubis  and  the  umbilicus,  and  very  tender. 
She  was  very  prostrate.  Forty  c.c.  of  antistreptococcic  serum 
were  injected  between  the  scapulae.  Six  hours  after  injection 
the  temperature  had  fallen  to  101 '4°  F.,  but  it  soon  rose  again 
to  105°  F.  Next  day  the  uterus  was  curetted,  but  no  debris 
found  in  it.  Twenty  c.c.  of  the  serum  were  injected,  and  the 
temperature  quickly  fell  to  normal.  Next  morning  the  tem- 
perature was  normal,  and  she  felt  comfortable,  but  at  noon  she 
had  a  rigor  lasting  fifteen  minutes,  and  the  temperature  rose  to 
105"2°  F.  at  2  p.m.  Her  pulse  was  180,  and  very  soft.  She 
was  very  prostrate  and  delirious. 

Two  days  later  there  was  no  improvement  and  40  c.c.  of 
serum  were  administered.  The  temperature  fell  to  100"2°  F., 
but  she  remained  restless  and  delirious,  and  complained  of  head- 
ache.    She  died  on  the  following  day,  eleven  days  after  delivery. 

Besides  having  the  serum  administered,  she  was  curetted, 
douched,  freely  stimulated,  and  had  opium  as  required.  The 
serum  certainly  reduced  the  temperature,  but  it  did  not  prevent 
a  fatal  issue. 

Case  III.  Septicemia  and  Pycemia  :  Recovery. — Mrs.  G., 
i.-para,  aet.  twenty-nine,  was  sent  into  the  Maternity  Hospital 
by  a  medical  man,  on  account  of  the  pelvis  being  contracted. 
She  was  in  labour,  but  had  not  reached  full  time.  The 
diagonal  conjugate  measured  4  in.  The  head  presented  trans- 
versely,   with    the    occiput    to    the    right,    and    the    posterior 
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parietal  boue  lower  than  the  anterior.  She  was  delivered  by 
version.  The  after-coming  head  was  somewhat  difficult  to 
get  through,  and  there  was  a  marked  depression  in  the  left 
parietal  region.  The  child  was  ahve,  but  suffered  from  right- 
sided  convulsions  for  several  days  ;  these  then  ceased,  and  the 
depression  disappeared.  There  was  pretty  severe  post-partum 
haemorrhage  before  the  placenta  came  away,  so  it  was  removed 
by  hand.  The  perineum  was  partially  torn  and  required  stitch- 
ing.    An  intra-uterine  douche  was  given. 

A  few  hours  after  delivery  the  patient  had  a  rigor,  and  the 
temperature  rose  to  103'4°  F.  and  the  pulse  to  100.  Next  day 
the  temperature  fell  to  99"2°  F.  and  the  pulse  to  96.  From 
that  time  until  the  sixth  day  of  the  puerperium,  when  she  was 
removed  to  the  Fever  Hospital,  the  temperature  varied  between 
100°  and  104°  F.  The  lochial  discharge  was  foetid.  The  uterus 
was  douched  out  daily,  and  on  the  third  day  a  blunt  flushing 
curette  was  used.  An  emulsion  of  iodoform  was  injected  into , 
the  uterus  after  douching.  On  the  fifth  day  she  had  profuse 
diarrhoea,  and  the  conjunctivae  showed  a  distinct  icteric  tinge 
She  was  removed  to  the  Fever  Hospital  on  the  sixth  day  of  thd 
puerperium. 

On  admission  to  the  Fever  Hospital  her  temperature  was] 
102'4°  F.  She  was  anaemic  and  sallow.  She  did  not  com- 
plain of  any  pain.  The  uterus  was  felt  just  above  the  pubis, 
and  was  not  tender.  The  os  was  patulous,  and  there  was  a 
slight  foul  discharge.  Next  day  she  was  distinctly  jaundiced, 
and  the  stools  were  clay  coloured.  For  several  days  the  ter 
perature  gradually  fell  and  then  became  irregular.  Tl: 
anaemia  was  now  so  marked  that  it  was  pernicious  in  appej 
ance.     There  was  still  a  foul  discharge  from  the  uterus. 

On  the  nineteenth  day  of  the  puerperium  she  had  a  seven 
rigor  and  her  temperature  rose  to  101°  F.  For  the  next 
days  she  had  a  rigor,  generally  in  the  evening,  and  a  fortnigl 
later  there  was   marked  general  swelling  and  oedema  of    tl 
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right  leg,  with  tenderness  and  bulging  in  the  right  Hank.  In 
a  fortnight  the  oedema  of  the  leg  had  diminished  and  the 
bulging  in  the  flank  quite  disappeared. 

A  month  later  she  was  dismissed  from  the  hospital,  still  with 
some  slight  swelling  of  the  right  leg. 

The  treatment  adopted  throughout  was  douching,  and  she 
was  freely  stimulated  and  given  arsenic. 

The  onset  in  this  case  was  so  soon  after  delivery  that  she 
must  have  l)een  infected  before  admission.  The  case  was 
apparently  one  beginning  with  acute  septicaemia  and  ending 
in  pyffimia.  Although  she  had  repeated  rigors  no  metastatic 
abscesses  formed.  The  anaemia,  arising  primarily  from  the 
post-partum  haemorrhage,  undoubtedly  prolonged  the  course  of 
the  disease,  and  it  is  surprising  that  the  patient  recovered. 

Case  IV.  Pelvic  Cellulitis,  Endim]  in  Suppuration  :  Fatal. 
— The  following  case  of  pelvic  cellulitis  is  rather  an  unusual 
one  from  the  rapidity  of  its  onset,  and  from  the  fatal  issue  with 
the  formation  of  pus  within  five  days  of  delivery  : — 

J.  G.,  unmarried,  i.-para,  aet.  nineteen,  was  admitted  to  the 
Maternity  Hospital  on  7th  January  in  labour.  She  was  suffer- 
ing from  a  cough  with  considerable  bronchial  catarrh.  The 
head  presented  in  the  third  position.  After  she  had  been 
twenty-eight  hours  in  labour,  forceps  were  applied  and  the 
child  delivered  with  the  occiput  posterior.  The  child  was  still- 
born. There  was  considerable  laceration  of  the  cervix,  vagina, 
and  perineum.  An  antiseptic  intra-uterine  douche  was  given 
immediately  after  delivery.  The  day  following  delivery  the 
temperature  rose  to  103°  F.  and  the  pulse  to  130.  In  the 
evening  the  temperature  fell  to  99 ■4"  F.  Next  day  the  tem- 
perature rose  again  to  103  F.  The  lochia  were  very  foul. 
An  intra-uterine  douche  was  given.  Next  day  she  was  trans- 
ferred to  the  Fever  Hospital.  Her  temperature  was  then  104° 
F.,  and  she  looked  very  ill.  She  complained  of  pain  in  the 
abdomen.  The  abdomen  was  tumid,  and  there  was  a  firm 
31 
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iu;iss  in  its  lower  part,  tender  on  pressure.  The  ed^es  of  the 
perineum  were  gangrenous  and  foul  smelling.  The  cervix  was 
lacerated  and  sloughing,  and  there  was  also  considerable  slough- 
ing of  the  vaginal  mucous  membrane.  The  vagina  was  douched 
and  a  large  blood  clot  brought  away.  The  patient  was  very 
restless  and  complained  of  pain  in  her  limbs.  Brawny  patches 
■of  reddened  skin  w-ere  seen  over  the  left  internal  condyle  of  the 
humerus  and  the  extensor  surface  of  the  right  arm. 

She  was  treated  with  vaginal  irrigation  (1  in  40  carbolic;, 
morphia  and  atropine  hypodermically  for  the  pain,  and  stimu- 
lants. Two  days  later  a  septic  rash  appeared  on  the  abdomen, 
which  had  become  distended.  She  died  that  evening.  Her 
temperature  ranged  between  101°  F.  and  105°  F. 

At  the  post-mortem  examination  the  uterus  w^as  found  large, 
the  Fallopian  tubes  and  ovaries  healthy.  There  was  an  ex- 
tensive pelvis  cellulitis  which  had  gone  on  to  suppuration.  The 
placental  site  was  soft  and  unhealthy  looking.  The  uterine 
mucous  membrane  was  ulcerated  and  broken  down  at  several 
points.     The  cervix  was  much  lacerated. 

Case  V.  Pelvic  Cellulitis,  Ending  in  Suppuration :  Ee- 
covery. — Mrs.  P.,  a  multipara,  set.  twenty-five,  was  delivered 
of  a  premature  still-l:)orn  child  by  a  midwife.  Two  days  later 
the  temperature  rose,  and  she  began  to  complain  of  severe  pain 
in  the  left  side  of  the  pelvis.  The  lochial  discharge  was  foetid, 
and  there  was  great  tenderness  and  heat  to  the  left  side  of  the 
uterus.  I  washed  out  the  vagina  and  uterus  carefully,  with 
perchloride  of  mercury,  and  put  her  on  quinine.  By  next  day 
a  distinct  mass  could  be  made  out  in  the  left  fornix,  and  it  soon 
rose  above  Poupart's  ligament.  A  few  days  later  rigors  com- 
menced, and  she  had  repeated  attacks.  Her  temperature 
remained  high,  reaching  105°  F.  at  times.  I  could  not  detect 
any  softening  in  the  mass,  but  from  the  repeated  rigors  it  was 
quite  evident  that  there  w^as  deep-seated  suppuration,  and  I 
determined  to  make  an  exploratory  incision  from  the  vagina. 
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As  the  friends  were  anxious  for  a  consultation,  she  was  seen  l)y 
a  consultant,  who  advised  against  an  exploratory  incision.  The 
patient  was  then  removed  to  one  of  the  infirmaries.  Three 
weeks  later  she  was  discharged  from  there,  and  two  days  after- 
wards a  large  abscess  ruptured  into  the  vagina.  The  sinus  was 
enlarged  and  healing  soon  occurred. 


CHAPTER  XXXVI. 

COMPLICATIONS  OF  THE  PUERPERIUM  (Continned). 

Septic  Cases  of  Unusual  Origin — Fatal  Sepsis  from  a  Poisoned  Finger — 
An  Old  Retro-renal  Abscess — An  Old  Retro-csecal  Abscess — An  Old 
Double  Pyo-salpinx — A  Case  of  Gonorrhoeal  Rheumatism — Erysipelas 
of  the  Face  and  Puerperal  Septicsemia — Ante-partum  Septicemia — 
Tetanus — Case. 

Septic  Cases  of  Unusual  Oeigin. 

As  I  have  already  stated,  septic  infection  generally  occurs  in 
some  part  of  the  birth  canal,  but  the  following  cases  prove  that 
this  is  not  the  invariable  rule.  I  have  already  detailed  a  case 
where  the  source  of  infection  was  undoubtedly  a  drain,  but  in 
that  case  the  infection  probably  entered  tlie  system  tlirough  the 
usual  channel. 

Case  I.  Fatal  Sepsis,  Orujinating  from  a  Poisoned  Fin- 
ger.— The  patient,  a  multipara,  aet.  thirty-five,  expected  her 
confinement  about  the  end  of  November.  On  4th  November, 
while  scrubbing  the  floor,  she  ran  a  large  spHnter  into  the 
middle  finger  of  her  right  hand.  She  drew  it  out  and  went  on 
with  her  scrubbing.  She  paid  no  attention  to  the  finger  until 
two  days  later,  when  it  began  to  pain  her.  She  then  applied 
poultices  to  it.  On  the  8th  I  saw  her,  and  found  her  suffering 
from  a  poisoned  finger.  It  was  very  tender,  and  there  was 
some  redness  along  the  lymphatics  of  the  arm.  The  axillary 
glands  were  tender.  The  finger  was  freely  incised,  and  hot 
boracic  poultices  applied.  This  reheved  the  local  condition. 
The  redness  along  the  lymphatics  disappeared,  and  also  the 
(484) 
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tenderness  of  the  axillary  glands.  On  the  morning  of  the  10th 
movements  ceased,  and  on  the  11th  labom-  came  on.  A  still- 
born child  was  delivered  at  6  a.m.  after  a  very  quick  labour. 
The  second  stage  only  lasted  about  three  minutes.  Her  tem- 
perature then  was  104'8°  F.  and  the  pulse  130.  Two  hours 
later  the  temperature  was  the  same.  She  was  then  given 
quinine  and  Dover's  powder,  and  by  evening  the  temperature 
had  fallen  to  lOO'B"  F.  and  the  pulse  to  100.  There  was  now 
some  distention  of  the  abdomen  and  sickness  had  come  on. 
She  did  not  retch,  but  every  now  and  again  mouthfuls  of  dirty, 
bile-stained  fluid  welled  up.  Evidently  regurgitant  peristalsis 
had  set  in.  All  efforts  to  check  this,  or  to  get  the  bowels 
moved,  failed.  On  the  12th  her  temperature  had  again  risen 
to  108"  F.  and  her  pulse  became  very  bad.  I  gave  ber  an 
injection  of  antistreptococcic  serum,  but  it  did  no  good.  She 
died  about  fifty-three  hom's  after  delivery.  She  was  quite  con- 
scious until  near  the  end,  but  a  few  hours  before  death  became 
very  violent,  and  could  only  be  kept  in  bed  with  difficulty. 

By  the  time  she  was  delivered,  the  finger  was  in  a  very  satis- 
factory condition.  She  could  bend  it  without  pain.  If  she  had 
not  been  pregnant,  I  think  she  would  have  been  all  right  in  a 
few  days.  The  blood  condition  in  pregnancy  seems  to  very 
much  lessen  the  resistance  against  septic  mischief.  That,  at 
least,  is  my  interpretation  of  the  case.  If  that  is  true,  it  is  a 
very  strong  argument  in  favour  of  the  most  rigid  asepsis  in 
midwifery  work. 

The  poison  seems  to  have  been  fatal  to  the  foetus.  It  could 
not  help  Ijeing  seriously  affected  through  the  placental  circula- 
tion, and  no  doubt  its  powers  to  resist  such  a  virulent  poison 
would  be  very  feeble. 

(Jmc  11.  An  Old  Betro-renal  Abscess  :  Fatal. — The  patient, 
a  x.-para,  aet.  thirty-nine,  suffered  from  an  incomplete  abor- 
tion. The  uterus  was  cleared  out  under  chloroform.  She  had 
lost  a  good  deal  of  blood  and  was  somewhat  collapsed.     Her 
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temperature  was  101°  F.  on  admission,  but  soon  tell,  and 
remained  normal  until  the  sixth  day,  when  it  rose  to  100"2° 
F.,  and  she  was  reported  to  have  pus  in  her  urine.  At  this 
time  there  was  no  tenderness  over  the  uterus,  but  she  com- 
plained of  pain  in  the  region  of  the  right  kidney.  She  was 
so  stout  nothing  definite  could  be  made  out  by  palpation. 
She  stated  that  she  had  never  had  any  pain  in  the  kidney 
region  until  the  abortion. 

As  the  lochia  had  become  offensive  I  examined  her  carefully, 
and  discovered  a  small  sinus  to  the  right  and  behind  the  cervix. 
On  dilating  this,  a  few  ounces  of  very  foetid  pus  came  away. 
The  sinus  led  upwards  and  backwards  towards  the  brim  of  the 
pelvis.  It  was  evident  there  was  an  abscess  cavity  above  the 
brim  of  the  pelvis,  but,  as  the  patient  was  now  in  a  very  pre- 
carious condition,  I  did  not  think  she  could  stand  a  serious 
operation.  The  sinus  was  washed  out,  and  a  strip  of  iodoform 
gauze  inserted,  in  the  hopes  that  free  drainage  would  occur. 

Next  day  she  was  very  ill  and  vomited  several  times.  Her 
temperature  was  only  101°  F.,  but  her  pulse  was  running. 
There  was  some  distention  of  the  abdomen.  The  gauze  was 
removed  from  the  sinus  and  a  vaginal  douche  given.  She  now 
began  to  complain  of  pain  at  the  base  of  the  left  lung,  and  evi- 
dence of  pleuro-pneumonia  was  found.  She  gi-adually  sank  and 
died  next  day. 

At  the  post-mortem  examination  evidence  was  found  of  recent 
and  old  peritonitis,  especially  at  the  right  side  of  the  abdomen, 
and  there  was  a  considerable  amount  of  pus  free  in  the  lower 
part.  On  drawing  the  bowels  up,  a  large  retro-peritoneal 
abscess  was  found.  The  main  cavity  lay  behind  the  right 
kidney,  but  only  the  upper  end  of  the  kidney  had  been  in  con- 
tact with  it.  The  kidney  was  healthy.  The  pus  had  made  its 
way  down  retro-peritoneally,  behind  the  caecum  and  over  the 
brim  of  the  pelvis  near  the  ureter,  and  then  into  the  vagina  by 
the  side  of  the  cervix.     The  caecum  and  appendix  were  healthy. 
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Pus  had  also  burrowed  up  behind  the  liver  and  through  the 
diaphragm.  The  exact  point  of  rupture  into  the  peritoneal 
cavity  could  not  be  ascertained.  There  was  a  large  mass  of 
old  curdy  pus  in  the  main  cavity.  The  abscess  had  evidently 
been  an  old  tubercular  one,  but  it  was  not  connected  in  any 
way  with  diseased  l)one.  There  was  nothing  to  point  to  what 
had  caused  it. 

The  interior  of  the  uterus  was  perfectly  healthy. 

As  already  stated,  the  patient  had  assured  us  that  she  had 
never  had  any  pain  in  the  region  of  the  kidney  previous  to  the 
abortion,  and  her  husband  afterwards  told  us  he  had  never 
known  her  to  complain  of  any.  Another  remarkable  feature 
was  the  well-nourished  condition  of  her  bod}-.  The  abdominal 
wall  had  about  an  inch  and  a  half  of  fat  on  it. 

From  the  appearance  of  the  parts,  the  ai)scess  must  have  l)een 
there  a  long  time.  The  abortion  had  probably  lighted  up  the 
action  and  caused  it  to  burrow  in  different  directions.  I  cannot 
say  when  it  burst  into  the  peritoneal  cavity,  as  there  was  no 
sudden  rise  of  temperature  pointing  to  this,  but  I  think  it  hurst 
through  the  diaphragm  the  day  before  she  died. 

If  this  abscess  had  been  discovered  in  time  and  promptly 
opened  from  behind  the  patient  might  have  been  saved.  I 
hazarded  the  opinion  that  there  was  an  abscess  behind  her 
kidney  when  she  complained  of  pain  in  that  region  ;  l)ut  as  it 
was  impossible  to  palpate  it,  and  as  at  that  time  there  was 
nothing  in  her  condition  to  justify  an  exploratory-  incision,  I  did 
not  make  one.  When  the  sinus  opened  into  the  vagina  the 
patient  was  so  ill  that  I  did  not  think  she  could  stand  an 
operation.  As  it  had  probably  burst  into  the  peritoneal  cavity 
at  the  same  time,  I  do  not  think  any  good  could  have  resulted 
then  from  opening  it  from  behind. 

Case  III.  An  Old  Bctro-ccecal  Abscesa  :  Fatal. — Mrs.  C, 
aet.  thu-ty-four,  vi.-para,  was  admitted  to  the  Glasgow  Maternity 
Hospital  on  account  of  having  had  repeated  haemorrhages  for 
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eleven  days.  She  said  that  she  had  menstruated  sh^htly 
about  a  month  before,  and  previous  to  that  had  been  quite 
regular.  For  the  last  month  she  had  noticed  that  she  was 
rapidly  getting  stouter.  The  bleeding  of  which  she  com- 
plained had  occurred  at  night  when  she  v:as  in  bed.  The 
first  attack  had  lasted  for  nine  hours  and  had  been  severe. 

She  was  weak  and  anaemic.  On  palpating  the  abdomen  a 
central  abdominal  tumour  was  felt  extending  upwards  for  7|  in, 
above  the  pubes.  It  was  9i  in.  across  in  its  widest  portion. 
The  tumour  was  soft  and  elastic  and  did  not  contract.  No 
fcetal  parts  could  be  made  out,  nor  could  a  foetal  heart  be  heard, 
but  there  was  a  distinct  uterine  souftte.  A  vaginal  examination 
revealed  that  the  cervix  was  soft,  and  that  the  tumour  was 
evidently  the  enlarged  uterus.  At  the  junction  of  the  cervix 
and  body  of  the  uterus,  a  distinct  groove  could  be  felt.  At  the 
time  we  could  not  understand  what  this  meant,  but  the  subse- 
quent post-mortem  examination  showed  that  it  had  been  the 
track  of  the  sinus  felt  through  the  mucous  membrane  of  the 
fornix. 

The  diagnosis  presented  considerable  difficulty.  She  was 
evidently  pregnant,  but,  according  to  her  menstrual  history, 
she  had  only  missed  one  period,  although  the  one  before  that 
had  been  very  scanty,  so  that  at  the  most  she  could  not  be 
more  than  two  months  gone,  unless  she  had  been  menstruating 
regularly  while  pregnant.  From  the  size  of  the  uterus  she 
ought  to  have  been  nearly  seven  months  pregnant.  I  was 
inclined  to  think  I  had  to  deal  with  a  hydatid  mole,  but  could 
get  no  indication  of  any  vesicles  having  been  passed. 

She  was  given  small  doses  of  ergot,  strychnine,  and  iron,  and 
kept  under  observation.  On  the  fourth  day  after  admission 
there  was  a  slight  discharge  of  blood,  and  I  then  determined 
to  dilate  the  cervix  and  explore  the  uterus.  On  passing  the 
finger  into  the  uterine  cavity  I  found  the  lower  part  full  of 
black  clot,  but  I  could  not  reach  an  ovum.     As  the  cer^^x  was 
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li.uid,  a  Barnes"  bag  was  inserted  and  left  in  for  some  hours. 
J  dilatation  was  then  completed,  and  the  ovum  found  in  the  upper 
part  of  the  cavity  attached  to  the  fundus.  A  four  and  a  half 
months'  foetus  was  removed,  and  the  placenta  and  membranes 
cleared  out.  The  placenta  showed  no  evidence  of  haemorrhage. 
The  uterus  was  washed  out  and  it  contracted  well.  The 
anterior  wall  of  the  cervical  canal  was  found  to  have  been 
lacerated,  but  as  the  tear  did  not  extend  into  the  vagina,  and 
tliere  was  no  bleeding,  it  was  not  specially  treated. 

The  patient  did  not  seem  to  suffer  from  shock,  and  her  pulse 
was  no  weaker  than  it  had  been.  Her  temperature  was  100 
F.  at  the  time  of  delivery. 

She  did  very  well  for  two  days,  and  then  vomiting  com- 
menced. Her  temperature  never  rose  above  102°  F.,  but  she 
gradually  grew  weaker  and  died  four  days  after  delivery. 
There  never  was  any  distention  of  the  abdomen,  nor  were 
there  any  indications   pointing  to  septicaemia. 

The  post-mortem  examination  revealed  that  there  had  been 
old  peritonitis.  The  caput  caecum  was  bound  down  by  old 
adhesions,  and,  on  freeing  it  and  drawing  it  up,  a  large  old 
abscess  cavity  was  found.  The  vermiform  appendix  was  quite 
free.  The  cavity  was  empty.  It  extended  up  as  high  as  the 
crest  of  the  ilium,  downwards  and  inwards  over  the  right  side 
of  the  bladder,  by  means  of  several  sinuses.  Purulent  infiltra- 
tion of  the  cellular  tissue  extended  down  as  far  as  Poupart's 
ligament  and  round  the  right  side  of  the  pelvis.  On  removing 
the  pelvic  contents,  and  opening  up  the  uterus  and  cervix,  the 
tear  in  the  anterior  wall  of  the  cervix  was  found  to  lead  into  the 
sinus.  The  sinus  had  extended  down  the  cervix,  and  opened 
just,  within  the  external  os  by  a  very  small  opening.  It  also 
appeared  to  have  opened  into  the  upper  part  of  the  cervical 
canal.  The  internal  surface  of  the  uterus  was  covered  with  a 
greyish  purulent  exudation.  No  bacteria  were  found  in  the 
blood  of  the  jugular  vein  on  microscopic  examination. 
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The  cause  of  death  seemed  to  have  been  exhaustion,  as  there 
was  no  evidence  of  septicaemia.  Strictly  speaking,  this  case 
should  not  be  classed  as  one  of  septicaemia,  but  the  presence  of 
the  old  abscess  makes  it  so  similar  to  the  last  one  that  I  have 
coupled  the  two  together. 

The  discovery  of  the  al:)scess  was  a  complete  surprise  to  me, 
as  nothing  in  the  patient's  history  had  pointed  to  its  presence. 
No  pus  had  been  discharged  during  her  stay  in  hospital, 
neither  did  she  tell  us  of  ever  having  had  any  discharge  except 
of  profuse  "whites"  six  months  after  her  third  confinement, 
when  she  had  suffered  from  "  inflammation  of  the  womb,"  but 
that  was  years  before.  One  can  hardly  imagine  that  the 
abscess  could  have  formed  then,  as  her  fourth  and  fifth  confine- 
ments had  been  quite  normal.  It  is  curious  that  so  large  an 
abscess  could  have  discharged  itself  without  the  patient  - 
knowledge.  The  opening  was  yevy  small,  and,  as  it  was  within 
the  external  os,  the  pus  would  tend  to  ooze  away  slowly.  The 
position  of  the  opening  accounts  for  our  not  seeing  it  when  thf* 
cervix  was  being  dilated.  The  reason  why  the  anterior  wait 
of  the  cervix  had  torn  was  made  plain  at  the  post-mortem 
examination.  The  thin  partition  between  the  cervical  canal 
and  the  sinus  had  given  way. 

A  careful  examination  of  the  tear  would  have  led  to  the  tli>^- 
covery  of  the  sinus  during  life,  but  nothing  would  have  beetL 
gained,  as  no  operation  would  have  been  of  any  avail. 

The  reason  w^hy  no  haemorrhage  occm'red  during  the  day, 
while  the  patient  was  up,  was,  I  think,  due  to  the  fact  that  the 
sinus  so  weakened  the  cervical  wall  at  its  upper  part  that  the 
weight  of  the  uterus  caused  an  acute  bend  at  the  junction  "' 
the  body  and  cervix,  and  thus  closed  the  cervical  canal. 

I  have  seen  two  other  cases  of  old  pelvic  abscesses  in  the 
hospital  in  the  practice  of  colleagues  within  recent  years.  The 
condition,  therefore,  cannot  be  termed  exceedingly  rare.  In 
two  of  these  four  cases  there  was  absolutely  no  evidence  of  th'- 
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presence  of  an  abscess,  and  in  none  of  the  cases  was  there  any 
history  obtained  pointing  to  such  a  serious  complication. 

Case  IV.  An  Old  Double  Pyo-salpinx  :  Fatal. — Mrs.  McN., 
tet.  twenty,  ii.-para,  was  deHvered  by  forceps,  as  the  second 
stage  was  somewhat  prolonged.  The  first  and  second  stages 
of  labour  had  lasted  twenty-four  hours.  The  perineum  was 
partially  torn  and  required  three  sutures.  The  child  was  alive 
and  weighed  Ih  lb. 

The  patient  showed  an  unusual  amount  of  pigmentation  of 
the  face.  A  number  of  copper-coloured  scars  w^ere  noticed 
about  the  buttocks,  and  she  gave  a  history  of  having  had  ulcers 
two  years  before.      Syphilis  was  strongly  suspected. 

On  the  third  day  of  the  puerperium  the  temperature,  which 
had  until  then  been  normal,  rose  to  101°  F.  and  the  pulse  tO' 
130.  On  the  fourth  day  the  temperature  rose  to  102°  F.  An 
intra-uterine  douche  was  given,  but  everything  seemed  perfectly 
sweet.  Quinine  was  given,  and  the  temperature  fell  to  100"  F. 
next  morning,  but  rose  to  102"  F.  in  the  evening.  Another 
douche  was  given,  but  the  uterus  seemed  perfectly  healthy. 
The  abdomen  was  now  distended  and  painful,  and  as  there  had 
been  persistent  diarrhoea  for  three  days  we  suspected  enteria 
fever.  There  were  no  rose  spots,  enlargement  of  the  spleen, 
or  epistaxis.  The  blood  gave  a  doubtful  Widal  reaction.  A 
second, specimen,  taken  two  days  later,  gave  a  decided  negative 
reaction.  The  severe  diarrhoea  persisted.  The  temperature 
varied  l)etween  100  F.  and  102'B  F.,  and  the  pulse  from  100 
to  130.  The  pulse  grew  gradually  weaker  in  spite  of  free  stimu- 
lation, and  the  patient  died  on  the  ninth  day  of  the  puerperium. 
Just  before  death  the  temperature  rose  to  104"  F. 

The  cause  of  death  had  evidently  been  septic  peritonitis.  I 
felt  pretty  confident  that  the  source  of  infection  would  not  be 
found  in  the  vagina  or  uterus.  The  lochia  had  remained 
sweet,  and  the  perineum  had  healed.  No  pelvic  swelling  could 
1)6  made  out  per  imjinam,  and  the  distention  of  the  abdoinen 
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prevented  one  from  making'  out  anything  liinianually.  By 
means  of  the  post-mortem  examination,  I  was  enabled  to  verify 
my  opinion. 

The  abdomen  was  mucli  distended  and  somewhat  discoloured. 
On  opening  it  a  quantity  of  thick,  opaque,  sanguineous  fluid 
escaped,  carrying  numerous  flakes  of  curdy  pus  with  it.  This 
•came  from  the  lower  part  of  the  abdomen,  chiefly  from  the 
right  side.  A  considerable  amount  was  removed  and  the  parts 
■examined.  The  appendix  was  found  fauly  healthy,  save  for 
some  old  adhesions  ;  the  bowels  generally  were  distended,  in- 
jected, and  slightly  glued  together.  The  right  Fallopian  tube 
was  swollen,  injected,  and  a  quantity  of  purulent  necrotic 
material  was  found  at  the  ostium.  The  ovary  was  soft  and 
gelatinous,  and  came  away  easily  ;  it  seemed  to  have  formed 
the  posterior  wall  of  a  large  pyo-salpinx.  The  left  tube  and 
•ovary  were  in  exactly  the  same  state.  The  interior  of  the 
uterus  was  perfectly  healthy  in  appearance. 

There  is  no  doubt  that  this  was  a  case  of  old  double  pyo-sal- 
pinx. The  abscesses  were  certainly  not  of  recent  origin.  If 
they  were  both  present  before  impregnation,  the  question  is 
how  did  the  ovum  find  its  way  into  the  uterus.  The  ovaries 
w'ere  so  destroyed  that  it  was  impossible  to  decide  from  which 
the  ovum  had  come.  The  tube  of  that  ovary,  at  least,  inust 
have  been  free  of  pus  to  allow  of  the  ovum  passing. 

If  we  had  been  able  to  exclude  enteric  fever  when  the  serum 
was  first  examined,  I  would  have  opened  the  abdomen,  and 
might  possibly  have  saved  the  patient,  but  by  the  time  a 
-decided  negative  Widal  reaction  was  got  the  patient  was  mori- 
bund. 

A  short  time  previous  I  had  seen  an  almost  identical  case  in 
■consultation  in  the  country.  The  child  had  been  born  before 
the  doctor's  arrival,  and  there  had  been  no  vaginal  examination. 
Profuse  diarrhoea  set  in,  with  a  rise  of  temperature.  There 
was  no  palpable  tumour,  l)ut  there  was  some  tenderness  at  the 
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side  of  the  uterus.  I  at  once  suggested  to  the  doctor  that  I 
thought  the  source  of  infection  was  from  the  tube,  and  he  then 
told  me  that  he  had  treated  the  husband  for  gonorrhoea  twa 
years  before.  The  Widal  reaction  was  negative.  She  improved 
for  a  Httle,  but  died  about  ten  days  later.  If  she  had  been  in  a 
place  where  an  operation  was  feasible  I  would  have  opened  the 
abdomen.  There  was  no  post-mortem  examination,  but  in  the 
light  of  the  second  case,  I  am  firmly  convinced  that  my  diag- 
nosis was  correct. 

Case  V.  A  Case  of  GonoiHia'al  Kheiiniatism  :  Fatal. — Mrs. 
C,  aet.  thirty-one,  iv.-para,  eight  months  pregnant.  For  the 
past  three  years  this  patient  had  suffered  from  extreme  nervous- 
ness and  occasional  attacks  of  petit  mat,  following  on  the  sudden 
death  of  her  two  children  from  malignant  measles.  Her  third 
confinement  had  been  quite  normal.  During  the  present  preg- 
nancy she  had  suffered  a  good  deal  from  nervousness,  but  her 
health  had  otherwise  been  fairly  good. 

On  23rd  June  she  was  going  about  as  usual,  until  about  10 
P.M.,  when  she  was  seized  with  severe  pain  in  the  right  knee 
and  heel  when  going  upstairs.  When  I  saw  her  at  11.30  p.m. 
she  was  screaming  with  the  pain.  There  was  no  swelling  of 
the  parts,  but  a  point  to  the  inner  and  outer  side  of  the  knee 
was  excessively  tender.  Her  pulse  was  120  and  temperature 
99°  F.  She  was  given  j  gr.  morphia  hypodermically,  and  15 
gr.  sod.  salicyl  every  four  hours,  and  hot  fomentations  were 
apphed.  Anodyne  applications  and  blisters  to  the  knee  were 
tried  afterwards,  but  large  doses  of  morphia  alone  relieved  the 
pain. 

On  the  eighth  day  after  the  seizure  lal)our  came  on.  By 
this  time  there  was  some  swelling  of  the  knee,  but  nothing 
marked.  As  yet  her  temperature  had  never  risen  above  100° 
F.  I  delivered  her  with  forceps  of  a  live  female  child,  and  while 
she  was  under  chloroform  I  punctured  the  knee-joint  with  a 
hypodermic  and  got  a  little  sero-pus  from  the  inner  side.     A 
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few  hours  later  I  opened  tlie  joint  freely  and  collected  some  of 
the  fluid  in  sterilised  tubes.  There  was  very  little  pus  in  the 
Huid.  A  large  drainage  tube  was  passed  through  the  joint. 
In  the  evening  her  temperature  rose  to  nearly  104'  F.,  and 
h(;i-  pulse  to  140. 

On  the  third  day  after  delivery  a  punctate  rash  developed 
over  both  wrists,  and  she  began  to  complain  of  severe  pain  in 
the  right  one.  She  had  now  become  quite  maniacal,  and  for 
twenty-four  hours  was  kept  in  l)ed  with  difficulty.  There  was 
no  distention  of  the  abdomen  nor  pain  over  the  uterus,  and  the 
lochia  remained  sweet.  The  temperature  fell  to  normal  on  the 
fourth  day,  but  soon  rose  again.  The  patient  died  on  the  sixth 
•day  after  delivery.  She  had  been  treated  with  large  doses  of 
quinine  and  morphia  twice  a  day,  but  nothing  seemed  to  do 
her  any  good. 

At  first  I  was  inclined  to  look  upon  the  case  as  one  of 
hysteria,  knowing  the  nervous  state  of  the  patient,  but  I  very 
soon  came  to  the  conclusion  that  I  had  to  deal  with  rheumatism 
of  a  gonorrhoeal  origin,  and  this  diagnosis  was  confirmed  as  the 
child  developed  typical  ophthalmia  in  one  eye  on  the  third 
day  of  its  life.  Pus  from  the  eye  showed  diplococci,  evidently 
gonococci.  x\n  examination  of  the  fluid  from  the  knee-joint 
revealed  staphylococci,  but  no  strepto-  or  gonococci.  Un- 
doubtedly there  was  mixed  infection  in  this  case.  The  child 
survived,  and  it  afterwards  developed  congenital  syphilis,  so 
that  the  infection  was  a  very  mixed  one.  This  patient  had 
never  shown  any  indications  of  venereal  disease,  and  all  her 
former  children  had  been  quite  free  from  any  taint,  so  she  must 
have  been  infected  subsequently  to  her  third  confinement. 

Case  VI.  Erysipelas  of  Face  and  Pmrperal  Septiccemia : 
liecovery. — I  was  asked  by  a  sanitary  ofiicer  to  see  a  primipara, 
<Et.  thirty-three,  suffering  from  erysipelas  of  the  face,  in  order 
to  decide  whether  or  not  she  should  be  removed  to  the  erysipelas 
wards  of  the  Fever  Hospital.     I  found  that  she  was  in  labour. 
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The  OS  was  the  size  of  a  florin  and  the  iiiembranes  were 
ruptured.  The  pelvis  was  contracted  (flat  rickety),  with  a 
diagonal  conjugate  of  l)arely  4  in.  I  did  not  consider  it 
advisable  to  remove  her  to  an  erysipelas  ward. 

When  the  os  was  dilated  more  fully,  some  hours  later,  she 
was  delivered  with  forceps  with  difficulty.  The  child  could 
not  be  resuscitated.  The  perineum  was  slightly  torn  and  re- 
quired two  stitches.  Next  day  she  was  very  well,  with  a 
normal  temperature,  and  pulse  of  112.  The  face  was  still  much 
swollen.  On  the  third  day  of  the  puerperium  the  temperature 
rose  to  101"  F.  and  the  pulse  to  120.  The  uterus  was  douched 
out  with  corrosive  sublimate.  The  lochia  had  now  become 
foul,  and  the  abdomen  was  becoming  distended,  and  there  was 
some  diarrhoea.  Next  day  she  was  worse,  so  I  notified  the 
case  as  one  of  puerperal  sepsis,  and  ordered  her  removal  to  the 
Fever  Hospital. 

Six  days  later  I  was  asked  to  see  the  woman  to  take  the 
stitches  out  of  the  perineum,  and  I  then  learned  that  she  had 
refused  to  go  to  the  Fever  Hospital.  I  found  that  she  had 
had  profuse  diarrhoea  all  that  time,  and  it  was  still  present. 
She  was  very  weak,  but  the  abdominal  tenderness  had  dis- 
appeared, and  the  temperature  fallen  to  nearly  normal.  She 
had  had  no  treatment  but  copious  supplies  of  whisky.  I  took 
the  stitches  out  of  the  perineum,  and  found  it  had  not  healed. 
The  lochia  were  very  foetid.  The  erysipelas  had  disappeared 
from  the  face.  A  few  days  later  she  was  removed  to  the 
Fever  Hospital,  where  she  ultimately  recovered,  and  has  since 
been  deUvered  of  another  child  in  the  Maternity  Hospital. 

That  she  recovered  has  always  seemed  to  me  a  marvel,  con- 
sidering the  filthy  house  she  was  in,  and  that  she  lay  for  a  week 
without  any  treatment.  The  uterus  was  no  doubt  infected  by 
the  erysipelas. 

In  this  connection  I  may  refer  to  a  case  of  septicaemia,  where 
the  infection  was  conveyed  to  the  patient  by  a  nurse  who  had 
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just  come  from  attending  a  case  which  had  erysipelas.  The 
nurse  was  not  to  blame,  as  she  was  unaware  of  her  first 
patient  having  erysipelas.  The  second  one  developed  violent 
septicccmia,  from  which  she  died  a  few  days  later. 

I  need  hardly  say  that  if  one  is  unfortunate  enough  to  have 
to  deal  with  a  case  of  erysipelas  one  cannot  be  too  careful  in 
sterilising  one's  hands,  etc.,  before  attending  a  confinement  case. 
In  fact,  a  practitioner  who  is  attending  much  erysi])elas  should 
not  do  midwifery. 

Cast'  VII.  Aiile-j)((ii/ii)i  Sepiicteinia. — It  is  seldom  one  sees 
a  case  of  acute  septicaemia  before  delivery,  where  the  infection 
has  probably  been  conveyed  into  the  system  through  the  genital 
canal.     The  following  case,  I  believe,  was  of  this  nature  :  — 

J.  S.,  aet.  twenty-two,  i.-para,  was  brought  into  the  hospital 
moribund.  She  had  been  in  labour  for  five  days  under  the  care 
of  an  old  woman,  who  had  not  seen  anything  in  the  condition  of 
the  patient  to  alarm  her.  A  neighbour,  however,  had  insisted 
on  calling  in  a  doctor,  who  at  once  ordered  the  removal  of 
the  patient  to  the  Maternity  Hospital. 

On  admission  the  patient  was  cold  and  pulseless,  but  her 
mind  was  quite  clear.  Her  lips  and  tongue  were  black,  and 
there  were  livid  patches  on  her  face  and  body.  There  was  ;i 
liorriljle  cadaveric  odour  from  her.  On  placing  the  hand  on  the 
abdomen  distinct  friction  could  be  felt.  The  vagina  was  in  ;i 
frightfuUy  septic  condition,  and  the  stench  from  it,  especially 
during  and  after  delivery,  w^as  overpowering.  The  pelvis  was 
slightly  contracted.  The  head  was  perforated  and  delivery 
easily  effected.  The  foetus  was  putrid.  There  was  no  bleed- 
ing, but  the  uterus  remained  quite  uncontracted.  On  passing  my 
hand  in  I  found  the  placenta  was  adherent.  The  uterus  feh 
like  a  collapsed  football.  As  I  peeled  the  placenta  off  th- 
uterus  tended  to  invert.  There  was  no  bleeding.  A  large 
saline  injection  was  given  under  the  patient's  breast  and  hypo- 
dermics of  strychnine,  but  she  died  in  a  few  minutes.     We  did 
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not  get  a  post-mortem  examination,  as  we  were  only  too  "lacT 
to  get  the  body  out  of  the  hospital  as  quickly  as  possible. 

The  dirty  fingers  of  the  old  woman  had,  I  think,  infected  the 
patient  some  days  previous  to  admission. 

Tetanus,. — This  is  a  very  rare  complication  of  the  puer- 
perium,  and,  when  it  does  occur,  it  is  likely  to  be  fatal.  The 
disease  is  due  to  infection  from  the  tetanus  bacillus,  which 
may  gain  entrance  to  the  system  through  the  birth-canal  in 
dust-laden  air,  or  more  probably  through  the  medium  of 
unclean  fingers  or  instruments.  The  infection  may  also  gain 
entrance  through  a  wound  in  any  part  of  the  body. 

The  symptoms  are  exactly  the  same  as  in  an  ordinary  case 
of  tetanus.  They  may  begin  to  manifest  themselves  any  time 
during  the  puerperium,  but  not  usually  later  than  the  second 
week.  At  first  there  may  be  merely  a  certain  amount  of  stiff- 
ness about  the  jaws  and  neck,  but  this  soon  becomes  more 
marked,  and  the  other  muscles  of  the  body  become  affected. 
The  disease  may  run  its  course,  usually  to  a  fatal  issue,  within 
a  few  days,  but  it  may  last  much  longer.  The  fever  may  be 
high  throughout,  or  just  before  death,  but  in  some  cases  it  may 
be  quite  moderate,  or  entirely  wanting.  In  some  cases  there 
is  a  mixed  infection,  and  then  the  fever  may  be  high,  irrespec- 
tive of  the  tetanus. 

Diagnosis. — Eigidity  of  the  jaws  and  retraction  of  the  head 
are  usually  the  earliest  indications.  When  the  trunk  muscles 
are  affected  the  condition  cannot  be  mistaken,  l)ut  occasionally, 
in  the  early  stages,  it  has  been  mistaken  for  hysteria. 

Prognosis. — It  is  exceedingly  dangerous.  About  90  per 
cent,  of  the  patients  die.  This  is  much  the  same  as  in 
surgical  cases,  so  the  puerperal  condition  does  not  seem  to 
influence  one  way  or  the  other. 

Treatment. — The  uterus  and  vagina  should  be  very  thoroughly 
disinfected  with  perchloride  of  mercury  douches.  Chloral  and 
bromide  should  be  given  in  large  doses,  or  the  antitetanic 
32 
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serum  used.  In  the  only  case  which  I  have  seen,  the  latter 
was  used  freely,  but  it  seemed  to  make  matters  worse.  Hirst 
mentions  a  similar  experience.  The  patient  should  be  very 
freely  stimulated. 

Case. — Mrs.  K.,  aet.  twentj',  primipara.  Patient  had  been 
in  labour  for  twenty-four  hours,  under  the  care  of  a  midwife 
and  a  doctor.  The  latter  had  attempted  to  deliver  with  forceps 
without  CHCI3.  On  examination,  the  abdomen  was  found  to 
be  pendulous,  the  bladder  somewhat  distended,  but  no  Bandl's 
ring.  The  os  was  dilated.  Patient  had  no  pains.  There  was 
considerable  oedema  of  the  vulva  and  bruising  of  the  vagina, 
and  the  cervix  had  also  been  torn.  The  conjugata  vera  was 
made  out  to  be  3|  in.  As  no  foetal  heart  sounds  could  be 
heard,  craniotomy  was  done.  The  child,  minus  the  brain, 
weighed  8  lb.  There  was  some  albumin  in  the  urine.  Patient's 
progress  was  at  first  very  satisfactory,  although  the  tempera- 
ture was  somewhat  raised.  An  intra-uterine  douche  was  given 
on  several  occasions,  but  nothing  abnormal  came  from  the 
uterus.  But  seven  days  after  delivery  she  began  to  complain 
of  stiffness  in  the  muscles  of  the  jaw.  Next  morning  she  was 
unable  to  open  her  mouth,  and  she  made  great  complaint  of 
pain  and  stiffness  in  the  muscles  of  the  jaw  and  neck.  By 
midday  the  head  was  retracted,  and  both  eyebrows  raised. 
She  was  unable  to  swallow.  She  complained  of  acute  pain  in 
the  back  of  the  neck  and  sternomastoids.  In  the  afternoon 
she  was  worse,  restless  and  fretful,  and  the  head  was  more 
markedly  retracted. 

Seventy  c.c.  of  Pasteur's  antitetanic  serum  were  injected 
into  the  right  flank  in  two  separate  doses.  Patient  slept 
thereafter,  with  short  intervals  of  wakefulness,  and  complained 
on  wakening  of  severe  pain  in  the  back  of  the  neck. 

At  1.15  A.M.  on  the  ninth  day  she  had  a  severe  respiratory 
spasm,  affecting  chiefly  the  muscles  of  the  larynx.  The  move- 
ments of  respiration  kept  up,   but  almost  no  air  entered  the 
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lun^s.  She  recovered  from  this  in  fifteen  minutes,  hnt  ten 
minutes  later  had  another  spasm,  so  severe  that  she  became 
asphyxiated.  Movements  of  respiration  ceased,  she  became 
relaxed,  pupils  dilated,  and  the  pulse  was  almost  imperceptible. 
Artificial  respiration  was  performed  for  a  few  minutes,  when 
she  began  to  breathe  again  naturally.  She  had  numerous  further 
spasms  w^hich  were  relieved  by  chloroform  inhalations,  but  she 
became  gradually  more  and  more  exhausted,  the  head  becoming 
more  extremely  retracted.  She  died  cyanosed  at  1.10  p.m. 
Respirations  ceased  before  the  heart  stopped  beating.  She 
had,  in  all,  twelve  spasms,  which  latterly  affected  the  muscles 
of  the  back  as  far  as  the  lumbar  region.  Throughout  the 
attack  there  was  no  rigidity  of  the  abdominal  muscles. 

No  post-mortem  examination  could  be  obtained. 

The  infection  had  undoubtedly  been  conveyed  to  this  patient 
before  her  admission  to  hospital.  She  liad  a  partially  cicatrised 
wound  on  one  of  her  hands,  and  it  is  just  possible  that  this 
was  the  seat  of  infection.  The  serum  seemed  to  aggravate 
her  condition. 


CHAPTER    XXXVII. 

COMPLICATIONS  OF  THE  PUERPERIUM  (Cnntiiuicd). 

Diseases  of  the  Cardio-Vascular  System — Syncope — Shock — Embohsm — 
Cases— Phlebitis — Phlegmasia  Alba  Dolens — Cases — Mammary  Com- 
plications— Galactocele  —  Complications  of  the  Nervous  System^ 
Paralysis — Eclampsia  and  Chorea — Insanity. 

Diseases  of  the  Cardio-Vascular  System. 

The  subject  of  cardiac  disease  has  been  already  so  fully  treated 
in  dealing  with  pregnancy  and  labour,  that  very  little  need  be 
added.  Cardiac  disease  seldom  arises  during  the  puerperium, 
except  in  connection  with  sepsis,  as  an  acute  pericarditis,  or 
malignant  endocarditis,  which  inevitably  terminates  fatally.  In 
the  majority  of  cases  of  cardiac  disease,  if  the  patient  passes 
safely  through  the  strain  of  labour,  she  will  recover,  but  death 
may  occur  from  cardiac  failure  within  a  few  hours  of  the  end  of 
labour  (see  case  vi.,  page  355). 

Syncope. — This  is  common  after  severe  haemorrhage,  but 
it  occasionally  arises  in  cases  where  there  has  been  no  haemor- 
rhage, and  where  the  heart  is  apparently  healthy,  as  no  murmurs 
can  be  detected.  The  heart  is  probably  fatty  and  dilated, 
especially  on  its  right  side.  The  patient  suddenly  collapses 
after  delivery,  and  shows  all  the  indications  of  severe  shock. 
She  may  die,  if  prompt  measures  are  not  adopted  to  stimulate 
her. 

The  two  following  cases  occm-red  in  the  hospital  within  a  day 
or  two  of  each  other.  The  first,  an  unmarried  primipara,  was 
delivered  bv  natural  efforts  after  a  labour  of  a  few  hours.  The 
(500) 
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placenta  and  membranes  were  adherent,  and  were  removed 
under  chloroform.  There  was  no  post-partum  haemorrhage, 
and  yet,  when  the  patient  came  out  of  the  chloroform,  she  ex- 
hibited such  profound  collapse  that  she  looked  as  if  she  were 
dying.  Her  pulse  became  almost  imperceptible.  She  was 
freely  stimulated  by  strychnine  hypodermically,  and  whisky  by 
the  mouth,  and  was  sun-ounded  with  hot-water  bottles.  For 
several  days  her  pulse  remained  very  rapid  and  feeble,  but  she 
made  a  good  recovery. 

In  the  second  case  there  was  a  slight  amount  of  post-partum 
hijeraorrhage,  but  not  sufficient  to  account  for  the  alarming 
prostration  which  came  on  after  an  easy  labour.  It  looked  as 
if  there  had  been  an  internal  haemorrhage  from  a  ruptured 
varicose  vein  in  the  broad  ligament.  The  patient  was  freely 
stimulated  and  given  a  saline  injection,  and  she  gradually 
rallied,  but  the  pulse  was  very  feeble  for  some  time.  A  careful 
examination  failed  to  reveal  any  evidence  of  an  internal  haemor- 
rhage, either  into  the  peritoneal  cavity  or  the  broad  ligament. 

Shock,— After  severe  or  prolonged  labours  there  is  generally 
a  considerable  amount  of  coUapse  from  shock. 

This  should  be  treated  by  warmth  and  free  stimulation. 
Strychnine  is  by  far  the  best  stimulant  in  these  cases,  and  it 
should  be  given  freely  hypodex'mically.  Saline  infusions  of  one 
or  more  pints  are  also  most  useful. 

Embolism. — Embolism  of  the  lung  may  arise,  any  time 
during  the  puerperium,  but  it  sometimes  happens  at  the  time 
of  labour.  It  is  liable  to  occur  in  cases  of  thrombosis  of  the 
veins  of  the  legs,  as  in  phlegmasia  alba  dolens,  but  it  may  occur 
in  a  case  where  the  puerperium  is  apparently  following  a 
normal  course.  In  the  latter  instance  the  clot  seems  to  come 
from  one  of  the  uterine  sinuses,  or  from  one  of  the  veins  in  the 
broad  ligament.  In  my  Caesarian  section  cases  I  have  always 
been  struck  by  the  almost  invariable  varicosity  of  the  veins  of 
the  broad  ligament.     Clotting  must  often  occur  in  them,  and 
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it  is  easy  to  understand  how  a  bit  of  one  of  these  clots  may 
readily  be  detached.  The  entrance  of  air  into  the  circulation 
will  cause  much  the  same  condition. 

Signs  ami  Symptoms. — The  patient,  who  may  have  lieen 
feeling  quite  well,  is  suddenly  seized  with  dyspnoea  and  a  feel- 
ing of  impending  death  by  suffocation.  She  will  sit  up  in  bed 
and  tlu'ow  the  clothes  off  in  her  endeavours  to  gain  breath.  The 
attack  w'ill  probably  prove  fatal  in  a  few  minutes,  before  any- 
thing can  be  done  to  relieve  her.  If  she  does  not  die  in  a  few 
minutes  there  will  be  some  hope  of  saving  her. 

Treatment. — If  a  patient  suffers  from  thrombosis  in  any  of  her 
veins  she  should  be  warned  to  keep  at  rest,  and  massaging  the 
limbs  should  not  be  allowed.  When  embolism  happens,  the 
patient  should  at  once  be  propped  up  in  bed  and  given  stimu- 
lant as  freely  as  possible,  in  the  form  of  sal  volatile,  whisky,  or 
brandy.  If  oxygen  were  at  hand  it  could  be  used,  and  would 
probably  do  good.  If  the  patient  survives  the  first  onset  she 
should  be  kept  perfectly  quiet,  and  be  treated  w^ith  large  doses 
of  carbonate  of  ammonia,  perhaps  combined  with  iodide  later 
on,  to  cause  absorption. 

Case  I. — A  multipara,  with  a  very  rigid  cervix,  began  to 
show  indications  of  exhaustion,  after  being  in  labour  for  a  con- 
siderable time.  The  membranes  had  ruptured  early.  Under 
chloroform,  I  dilated  the  cervix  manually  and  delivered  with 
forceps.  There  w'as  a  free  post-partum  haemorrhage,  which 
was  checked  by  an  intra-uterine  douche.  The  patient  began 
to  complain  of  difficulty  of  breathing,  and  said  she  felt  as  if  her 
chest  was  encircled  by  an  ii'on  band.  Her  pulse  became  very 
rapid  and  weak,  and  I  thought  she  was  dying.  She  was  lying 
on  her  left  side,  and  she  begged  me  to  turn  her  on  to  her  right 
side.  I  did  so,  and  as  her  head  touched  the  pillow  she  gave  a 
very  deep  inspiration  and  said  at  once,  "  I  am  all  right  ".  She 
breathed  quite  naturally  after  that  and  had  no  further  trouble. 
I  never  could  find  any  indication   of  an   infarction  in  the  lung 
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afterwards.  This  may  not  have  heen  a  case  of  embohsm,  but 
chnically  the  symptoms  were  identical.  If  there  was  an 
embolus,  I  do  not  know  w'hat  became  of  it  afterwards.  The 
condition  may  possibly  have  been  caused  by  the  entrance  of  air 
into  the  circulation.  The  change  in  her  condition  was  very 
marvellous  and  sudden.  The  gasping,  strugghng,  breathing, 
ended  in  one  long  inspiration  and  feeling  of  instantaneous 
relief. 

Case  II. — A  multipara,  delivered  in  connection  with  the 
outdoor  department  of  the  Maternity  Hospital,  suffered  from 
phlebitis  in  one  of  her  legs.  There  was  no  phlegmasia,  but 
there  was  slight  thrombosis.  She  was  ordered  to  keep  her 
bed,  and  did  so.  On  the  twenty-second  day  of  the  puerperium, 
while  lying  in  bed,  she  suddenly  sat  up,  threw  the  clothes  off, 
gasped  for  breath  and  died  in  a  few  minutes.  By  the  time 
I  reached  the  house  she  was  dead.  A  piece  of  clot  had  un- 
doubtedly separated  and  passed  on  into  the  lung.  She  was 
lying  in  bed  at  the  time,  but  had  very  probably  been  mo^•ing 
her  legs,  and  thus  caused  the  separation  of  the  clot. 

Case  III. — Mrs.  D.,  vi.-para,  aBt.  thirty-three,  was  admitted 
to  the  Glasgow  Maternity  Hospital  on  24th  November,  1900, 
complaining  of  frequent  and  profuse  flooding.  She  had  had  an 
abortion  about  four  months  before.  She  wa^  again  about  two 
months  pregnant,  and  had  lately  had  profuse  bleedings.  She 
was  very  nervous,  and  evidently  suffering  from  alcoholism. 
The  uterus  was  enlarged,  but  the  os  was  undilated.  Tliere 
was  very  little  bleeding.  The  vagina  was  well  douched  and 
plugged.  The  plugging  was  repeated  next  day.  After  the 
second  plug  was  removed  she  was  given  chloroform  in  order 
to  clear  out  the  uterus.  Hegar's  dilators  were  used,  as  the  os 
was  only  partly  dilated.  Before  the  uterus  could  be  cleared 
with  the  flushing  curette  she  stopped  breathing,  and  artificial 
respiration  had  to  be  performed  for  some  time.  The  operation 
was  discontinued,  and  as  there  was  considerable  oozing  from 


504  CLIXICAL  OBSTETRICS. 

the  uterus,  the  cavity  was  plugged  with  iodoform  gauze.  She 
was  freely  stimulated  by  enemata,  and  hypodermic  injections 
of  ether  and  strychnine,  and  a  large  saline  injection  were  given. 
Next  day  a  pint  and  a  half  of  saUne  infusion  were  given  into 
the  abdominal  wall,  as  she  was  very  weak  and  her  urine  was 
scanty. 

As  she  was  so  weak,  no  attempt  was  made  to  clear  out  the 
uterus.  The  ovum  came  away  on  the  29th,  but  there  was  still 
some  decidua  left. 

On  the  30th,  about  3.15  a.m.,  she  awoke  in  a  very  breathless 
condition,  and  died  in  a  few  minutes. 

At  the  post-mortem  examination  a  large  ante-mortem  clot 
was  found  in  the  right  ventricle.  It  was  adherent  to  the 
endocardium  and  musculi  papillares,  and  extended  right  up 
into  the  pulmonary  artery.  The  heart  w^as  dilated  and  fatty. 
No  trace  of  an  infarction  could  be  found  in  the  lungs,  but  the 
elongated  clot  had  completely  blocked  the  artery,  even  extend- 
ing into  the  two  branches. 

The  presence  of  this  large  ante-mortem  clot  was  very  inter- 
esting, in  view  of  the  fact  that  superficially  there  was  a  marked 
diminution  in  the  coagulability  of  the  blood.  Her  tongue  had 
bled  for  several  hours,  from  a  slight  puncture  made  by  forceps 
in  keeping  it  forwards.  There  were  also  haemorrhages  into 
the  subcutaneous  tissues  at  the  several  hypodermic  punctures, 
and  at  the  points  of  infusion.  It  looked  almost  as  if  she  were 
suffering  from  a  mild  form  of  haemophilia. 

Phlebitis. — Inflammation  of  the  veins  of  the  legs  is  not  very 
uncommon.  It  is  usually  associated  with  varicosity.  The 
patient  complains  of  pain  in  the  calf  of  the  leg  or  behind  the 
knee.  Some  redness  will  be  seen,  and  the  part  will  be  tender. 
If  there  is  much  inflammation,  thrombosis  will  occur,  and  if  the 
lymphatics  become  involved  the  whole  liml)  will  become  swollen 
and  tense,  and  the  condition  of  phlegmasia  alba  dolens  will 
arise.     The  clots  may  suppurate. 
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Treatment. — The  patient  must  be  kept  quiet  in  l)ed  and  have 
local  sedative  applications,  such  as  lead  and  opium,  belladonna, 
etc.  If  there  is  any  clotting,  the  part  must  not  be  moved  or 
handled  much,  for  fear  of  detaching  a  piece  of  clot.  If  suppura- 
tion occurs  free  incisions  must  be  made. 

Case  of  Plilebitis  ivith  Thrombosis  and  Suppuration. — J.  S., 
ii.-para,  tet.  thirty-three,  full  time,  natural  delivery.  The 
perineum  was  slightly  torn,  and  required  two  stitches.  On 
the  third  day  of  the  puerperium  the  temperature  rose  to  102  "6^ 
F.  in  the  evening,  but  fell  to  nearly  normal  next  morning.  For 
the  next  ten  days  there  was  an  evening  rise  to  nearly  102°  F. 
The  lochial  discharge  was  foetid.  The  case  was  one  of  saprse- 
raia,  and  was  treated  by  douching.  On  the  sixth  day  of  the 
puerperium  the  veins  in  the  popliteal  space  and  calf  of  the 
left  leg  were  found  to  be  inflamed  and  blocked  with  clot. 
There  was  no  swelling  of  the  leg.  Glycerine  and  belladonna 
was  applied,  and  the  leg  wrapped  in  wool  and  elevated.  On 
the  sixteenth  day  of  the  puerperium,  pus  was  detected  in  the 
clots.  The  temperature  had  been  normal  for  about  four  days. 
Five  incisions  were  made,  the  pus  and  necrotic  tissue  cleared 
out,  and  the  wounds  stuffed  with  iodoform  gauze.  In  a  fort- 
night the  wounds  had  healed,  and  the  patient  was  dismissed  well. 

Phlegmasia  Alba  Dolens. — In  this  condition,  in  addition  to 
phlebitis  and  thrombosis  of  the  veins  of  the  legs,  the  lymphatics 
are  involved.  The  affected  part  becomes  enormously  swollen 
and  brawny.  It  is  so  tense  that  it  pits  only  slightly  on  pres- 
sure. The  left  leg  is  the  one  most  frequently  attacked.  Both 
legs  may  be  involved,  but  it  usually  begins  in  one  first,  and 
spreads  to  the  second  some  days  later.  The  leg  below  the 
knee  may  be  involved  alone,  but  it  usually  attacks  the  thigh  as 
well,  and  may  extend  on  to  the  abdomen. 

Ti7ne  of  Onset. — It  is  exceedingly  rare  before  delivery.  The 
usual  time  of  onset  is  in  the  second  or  third  week  of  the  puer- 
perium, but  it  may  be  even  later. 
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Cause. — Various  theories  have  been  advanced,  but  to  my 
mind  it  seems  clear  that  the  condition  is  due  to  sepsis.  Un- 
doubtedly there  are  predisposing  causes,  such  as  the  blood 
condition,  exhaustion  from  severe  labour  and  haemorrhages  ; 
but  these  latter  conditions  predispose  to  septic  absorption. 
The  left  leg  is  the  one  more  frequently  attacked,  because  the 
left  side  of  the  cervix  is  the  more  frequently  lacerated,  and 
through  that  laceration  the  absorption  takes  place.  Pelvic 
cellulitis  is  nothing  more  or  less  than  phlegmasia  of  the  liroad 
ligament,  and  it  is  invariably  septic  in  origin.  Whether  or 
not  the  organisms  which  cause  the  condition  are  identical  I 
cannot  say,  but  I  should  think  they  are.  It  seems  to  me  that 
if  the  absorption  is  not  very  great,  pelvic  cellulitis  results,  while 
if  it  be  considerable,  phlegmasia  alba  dolens,  or  general  sepsis, 
or  both,  may  arise.  Long  ago  Tyler  Smith  wrote:  "I  believe 
that  contagion  and  infection  play  a  very  important  part  in  the 
production  of  the  disease.  I  look  on  a  woman  attacked  with 
phlegmasia  dolens  as  having  made  a  fortunate  escape  from  th(- 
greater  dangers  of  profuse  phlebitis  or  puerperal  fever."  The 
peculiar  swollen  condition  of  the  limb  is  due  to  involvement  of 
the  lymphatics.  In  elephantiasis,  and  also  in  cases  of  cancer, 
we  liave  an  analogous  condition  so  far  as  the  swelling  goes. 
The  veins  are  inflamed  and  blocked,  but  this  does  not  cause 
the  l)rawny  swelling,  as  you  may  have  a  complete  thrombosis 
of  the  veins  of  the  leg  without  any  swelling  (see  case  ii.). 

Signs  and  Syynptoyns. — The  patient  is  usually  first  seized 
with  severe  pain  in  the  calf  of  the  leg.  Her  temperature  rise-^. 
and  she  may  have  a  rigor.  At  first  there  is  very  little  swelling, 
but  there  is  great  tenderness,  and  the  vein  or  veins  may  feel 
hard  as  if  thrombosed.  There  may  be  some  redness  over  them, 
especially  if  they  are  superficial.  In  a  day  or  so  the  leg  will 
begin  to  swell  and  become  brawny  and  difiicult  to  pit.  It  will 
be  white  and  glazed.  To  the  patient  it  will  feel  heavy  and 
dead.      The  swelling  mav  be  confined  to  the  leg  below  the  knee. 
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or  it  may  extend  all  the  way  up  the  thigh,  and  even  on  to  the 
lower  part  of  the  abdomen.  In  a  week  or  so  the  other  leg  may 
be  attacked.  In  a  few  days  the  constitutional  disturbances 
will  disappear,  but  if  suppuration  begins  the  temperature  will 
again  rise,  and  there  may  be  a  recurrence  of  rigors.  If  suppur- 
ation does  not  occur  the  swelling  will  gi-adually  subside,  and 
in  six  weeks  or  so  the  leg  will  have  returned  to  nearly  its 
normal  size,  but  it  will  remain  weak,  and  very  liable  to  swell,, 
when  the  patient  is  on  her  feet  for  any  length  of  time.  Through- 
out the  remainder  of  her  life  the  patient  will  suffer  more  or  less 
from  this. 

Diagnosis. — The  swollen  brawny  condition  of  the  leg  cannot 
be  mistaken  for  anything  else. 

Prognosis. — Most  cases  recover,  but  there  is  usually  some 
weakness  of  the  leg  left  behind.  One  must  always  bear  in 
mind  the  grave  risk  of  sudden  death  from  detachment  of  a  piece 
of  clot,  and  take  steps  to  guard  against  this. 

Treatment. — In  the  acute  stage  the  pain  must  be  combated 
with  opiates,  and  sedative  applications  to  the  leg,  such  as  lead 
and  opium,  laudanum,  belladonna  and  glycerine,  etc.,  with  hot 
fomentations.  The  entire  leg  should  he  rolled  in  wool.  For 
the  fever  give  quinine.  As  a  rule  free  stimulation  will  be- 
necessary.  In  the  later  stages  perfect  rest  must  still  be  en- 
forced ;  bandages  to  the  limbs  should  be  carefully  applied,  and,, 
when  the  danger  of  detaching  a  piece  of  clot  is  past,  massage 
should  be  employed.  Absorbent  liniments  such  as  lin.  pot. 
iodi.  c.  sapone  may  be  used.  When  suppuration  occurs,  free- 
incision  and  drainage  must  be  carried  out.  The  freer  the 
incisions  are,  the  quicker  will  be  the  healing.  When  the  patient 
is  allowed  to  get  up  she  should  wear  an  elastic  bandage  or, 
stocking  for  some  time. 

The  following  two  cases  may  be  taken  as  illustrative.  The 
first  one  was  comparatively  mild,  while  the  second  was  exceed- 
ingly grave  : — 
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Case  I. — Primipara,  aet.  thirty-nine;  presentation  L.O.A.; 
labour  lasted  seven  hours.  As  the  perineum  was  rigid,  delay- 
ing the  head  at  the  outlet,  I  applied  forceps  and  delivered  a  live 
female  child.  The  perineum  was  intact.  I  need  not  occupy 
space  with  full  notes  of  the  puerperium,  except  to  give  the  facts 
which  are  of  importance.  On  the  third  day  her  temperature 
rose  to  103'  R,  and  she  became  very  ill  with  puerperal  fever.  I 
felt  sure  I  had  not  infected  her,  as  I  had  not  been  deaUng  with 
any  septic  cases  for  some  time,  and  I  knew  my  forceps  were 
clean.  I  soon  noticed  her  temperature  was  usually  104°  F.  in 
the  mornings,  and  that  it  fell  during  the  day  from  two  to  three 
degrees.  Her  bed  was  in  the  kitchen,  and  the  sink  was  within  a 
few  feet  of  the  foot.  I  suspected  this  was  the  source  of  infec- 
tion, and  she  told  me  she  had  frequently  found  a  bad  odour 
coming  from  this  sink.  During  the  day  the  house  was  well 
ventilated,  and  the  sink  was  also  being  continually  flushed,  so 
that  very  little  sewer  gas  would  escape  into  the  room,  and  if  it 
did,  it  would  be  carried  off  in  the  ventilation.  During  the 
night,  however,  a  very  different  condition  of  affairs  existed. 
When  the  house  was  closed  and  warm  and  no  water  running, 
then  sewer  gas  would  be  sure  to  escape  into  the  room  if  the  traps 
were  imperfect.  To  test  this  theory  I  had  a  plug  put  into  th< 
outlet,  and  then  fiUed  the  sink  with  strong  perchloride  of  mercury 
solution,  and,  as  I  fuUy  expected,  the  temperature  did  not  rise. 
When  the  sink  was  left  open  another  night  the  temperatui'e  ro^' 
again.  The  sanitary  inspector  told  me  the  trap  was  too  shallow 
and  he  had  no  doubt  gas  could  escape.  No  arrangements  could 
be  made  to  remove  the  patient.  She  was  treated  in  the  usual 
vvay,  with  opium  for  the  pain,  quinine  for  the  fever,  and  large 
doses  of  perchloride  of  ii'on  to  combat  the  septic  condition. 
She  was  also  freely  stimulated.  I  douched  out  the  uterus  witti 
1  to  2,000  perchloride  of  mercury,  in  all  eight  times.  Then 
never  was  the  slightest  indication  of  mercurial  absorption,  bu: 
r   took  my  usual  precaution  of  ending  the  douche  with  puit- 
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water.  Bv  the  end  of  the  ninth  clay  the  temperature  had  fallen 
to  normal.  It  afterwards  rose  on  two  occasions  to  104'  F.,  but 
an  intra-uterine  douche  speedily  brought  it  down.  On  the 
eighteenth  day  she  began  to  complain  of  pain  in  the  calf  of  the 
left  leg,  and  her  temperature  rose  again  for  a  few  days  to  about 
101°  F.  She  had  been  troubled  with  inflamed  veins  in  the  thigh 
of  that  leg  during  pregnancy.  The  leg  became  swollen  and 
tender  to  touch,  up  to  the  knee.  Fomentations,  and  belladonna 
and  glycerine  were  applied,  and  it  was  rolled  in  cotton  wool, 
and  opium  was  given.  The  pain  continued  for  a  week  and 
then  abated.  The  leg  below  the  knee  now  presented  the 
typical  white  brawny  appearance,  and  was  double  the  size  of 
the  other.  The  thigh  was  very  little  alfected.  After  that  it 
ran  the  usual  course,  and  the  leg  gradually  decreased  in  size,, 
until  in  six  w^eeks'  time  she  was  able  to  be  up  a  little.  Since 
then  she  has  had  to  wear  an  elastic  bandage,  as  the  leg  swells 
when  she  is  much  on  her  feet. 

She  was  confined  three  years  later  in  the  same  liouse,  and 
made  a  perfectly  normal  recovery.  A  new  trap  had  been  put 
in,  so  there  was  no  escape  of  sewer  gas. 

Case  II.  was  a  much  more  serious  one.  She  was  also 
a  primipara,  aet.  tw^enty-six  ;  confined  14th  December,  1895. 
She  has  a  contracted  pelvis  with  the  following  measurements  : 
Intercristal  diameter,  11^  in.  ;  interspinous,  10:|  in.  ;  external 
conjugate,  7  in.  ;  diagonal,  about  4  in.  ;  true,  barely  Sh  in.  The 
face  presented  with  the  chin  to  the  left  side,  and  was  lying  free 
above  the  Inim  in  the  transverse.  Dr.  Murray  Cairns  kindly 
gave  chloroform.  I  failed  to  rectify  l)y  bringing  the  occiput 
down,  so  I  turned.  Suprapubic  pressure  and  traction  got  the  head 
through  without  very  much  delay,  but  we  could  not  resuscitate 
the  child.  The  chest  was  enormously  developed,  and  this  had 
evidently  contributed  to  the  face  presentation,  and  had  also 
prevented  rectification,  as  it  interfered  with  flexion.  The  peri- 
aeum  was  not  torn.     An  intra-uterine  douche  was  given.     For 
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ten  days  the  puei'periuin  was  normal,  with  no  particular  rise  of 
temperature.  On  the  24th  December,  the  eleventh  day,  she 
l)egan  to  complain  of  pain  below  and  to  the  inner  side  of  the 
left  knee.  She  had  several  rigors,  and  her  temperature  and 
pulse  rose.  Two  days  later  the  temperature  was  104°  F.  and 
the  pulse  120.  The  leg  now  began  to  swell  and  the  pain  was 
excessive.  Ten  days  after  the  seizure  the  pain  lessened.  The 
leg  w^as  now-  enormously  swollen  throughout  its  whole  extent  ; 
the  left  labium  majus  and  the  abdominal  wall  of  the  same  side 
were  also  swollen,  and  there  was  hardness  above  Poupart's 
ligament.  The  parts  presented  the  typical  w^hite  brawny 
appearance.  She  was  now  seized  with  severe  pain,  first  in  the 
buttock,  and  then  to  the  inside,  and  behind  the  knee,  of  the 
right  leg.  The  right  leg  did  not  swell,  but  in  a  day  or  two  the 
long  saphenous  vein,  from  below  the  knee  up  to  within  a  few- 
inches  of  Poupart's  ligament,  w^as  completely  blocked  with  clot. 
The  short  saphenous  vein  was  also  blocked  in  its  upper  part. 
Por  about  8  in.  along  the  inside  of  this  knee  and  up  the  thigh 
there  was  a  band  of  redness  over  the  long  saphenous.  During 
this  time  she  was  very  weak,  and  her  temperature  kept  from 
101°  to  102°  F.  She  began  to  cough  a  good  deal,  and  her 
breathing  was  very  laboured.  It  looked  as  if  the  pulmonary 
circulation  were  becoming  embarrassed.  Eales  cou.ld  be  heard 
over  the  front  of  the  chest,  but  I  did  not  risk  raising  her  to 
examine  the  back  of  the  lungs.  In  a  few  days  the  pain  in  this 
leg  decreased,  the  temperature  fell,  and  the  breathing  became 
freer.  She  was  now  unable  to  move  either  leg,  but  lay  with 
them  flexed  at  the  knees  and  supported  on  pillows.  She 
mentioned  that  every  time  she  took  a  drink  she  felt  a  sensation 
in  the  legs,  as  if  the  blood  were  forcing  its  way  along  the  veins. 
The  treatment  had  consisted  of  the  free  use  of  morphia  for  the 
pain,  quinine  for  the  fever,  and  painting  of  the  painful  parts 
with  belladonna  and  glycerine.  She  was  freely  stimulated  with 
whisky,  and  the  legs  were  kept  enveloped  in  wool.     In  spite  of 
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tVequent  orders  to  the  contrary,  her  attendant  allowed  her  to  get 
wet,  and  two  small  bedsores  formed  on  the  buttocks.  I  had 
her  placed  on  an  air-bed,  and  these  sores  did  not  give  any 
trouble.  I  superintended  the  moving  of  her  on  to  the  air-bed 
to  prevent  any  rough  handling,  for  fear  of  detaching  a  bit  of 
clot.  Fortunately,  she  escaped  this  serious  accident.  Flannel 
rollers  were  put  on  the  legs. 

On  25th  January,  1896,  a  month  after  the  seizure,  the  left 
leg  had  decreased  considerably  in  size  ;  but  I  found  abscesses 
had  formed  in  two  places  inside  and  below  the  knee,  where  she 
had  first  felt  the  pain.  These  were  freely  opened  and  stuffed 
with  iodoform  gauze. 

On  4th  February  a  large  abscess  had  formed  in  the  back  of 
the  thigh  of  the  same  leg.  This  was  also  freely  opened.  Just 
below  Poupart's  ligament  of  the  same  leg  another  abscess  was 
beginning  to  form,  and  the  clots  in  the  veins  of  the  right  leg 
were  beginning  to  break  down. 

On  11th  February  Dr.  G.  Balfour  Marshall  kindly  gave 
chloroform,  and  I  laid  the  long  saphenous  vein  of  the  right 
leg  open  from  the  inside  of  the  knee  for  fully  6  in.  up  the 
thigh.  I  also  made  a  free  incision  into  the  upper  part  of  the 
short  saphenous,  and  two  more,  lower  down  in  the  calf.  The 
necrotic  tissue  was  scraped  out,  and  the  cavities  stuffed  with 
iodoform  gauze.  In  the  left  leg  I  made  a  free  incision  below 
Poupart's  ligament,  and  drew  a  tube  down  the  course  of  the 
femoral  vein  along  Hunter's  canal,  to  the  opening  in  the  back  of 
the  thigh.  I  also,  opened  an  al)scess  in  the  left  breast,  and 
another  in  the  left  arm  close  to  the  axilla.  The  pus  from  all 
these  abscesses  was  of  a  greenish  colour  and  had  no  odour.  No 
other  abscesses  were  apparent  at  this  time. 

She  began  to  improve  rapidly,  and  the  abscesses  in  both 
legs  below  the  knees  and  those  in  the  breast  and  arm  healed 
satisfactorily. 

11th  March. — ^Dr.   Marshall  again  gave  chloroform,    and  I 
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opened  a  large  abscess  in  the  right  buttock,  which  liad  shown 
its  presence  within  the  last  week.  I  also  opened  another,  in 
the  middle  of  the  inner  side  of  the  right  thigh.  The  pus  was 
burrowing  under  the  fascia  lata  of  the  left  thigh,  so  I  made  an 
opening  on  the  outer  side  of  the  thigh,  and  drew  a  large  tube 
from  the  top  opening,  and  also  one  right  across  the  thigh  to  the 
opening  behind.  I  also  opened  a  large  one  in  the  left  axilla. 
After  this  she  improved  rapidly,  and  in  a  fortnight  there  was 
little  or  no  discharge.  By  9th  April  the  wounds  had  healed, 
and  she  was  able  to  sit  up,  but  could  not  walk  without  assis- 
tance.    The  left  leg  was  back  to  its  normal  size. 

20th  April. — She  is  able  to  walk  a  httle.  Although  she 
has  never  complained  of  any  pain  in  the  pelvis,  there  has  been 
some  hardness  and  tenderness  along  the  left  side  of  the  brim. 
On  making  a  P.V.  examination  to-day  the  cervix  is  felt  low 
down.  The  external  os  admits  the  tip  of  the  finger,  and  is 
slightly  lacerated  towards  the  left  side.  There  has  evidently 
been  considerable  laceration  towards  the  left,  indicated  by  a 
cicatrix.  The  left  broad  ligament  has  a  large  mass  of  cellulitis 
in  it,  and  the  left  utero-sacral  ligament  is  in  the  same  condition. 
The  uterus  is  fixed  and  retroflexed.  The  right  side  of  the 
pelvis  is  free. 

13th  May. — The  hot  douche  has  been  used  regularly.  The 
swelling  in  the  broad  Hgament  has  disappeared.  The  uterus 
is  still  retroflexed  and  fixed.  She  is  able  to  go  about,  and  is 
gaining  flesh  rapidly. 

In  the  first  case  there  is  nothing  particular  to  be  noted,  except 
that  like  the  second  she  was  a  primipara,  which  is  very  uncom- 
mon. The  time  of  onset  in  both  cases  was  the  usual,  viz.,  the 
third  and  second  weeks.  In  neither  had  there  been  a  marked 
loss  of  blood,  which  is  so  frequently  the  case.  The  cause  in 
both  cases  I  believe  to  have  been  septic  absorption.  In  the 
first  we  had  the  antecedent  puerperal  fever.  The  phlegmasia 
seems  to  have  been  the  last  effect  of  the  septic  mischief — its 
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expiring  effort,  so  to  speak,  and  in  that  way  it  was  a  compara- 
tively mild  attack.  The  great  bulk  of  the  poison  had  exhausted 
itself  during  the  puerperal  fever.  In  the  second  case  the 
origin  was  the  same,  I  have  no  doubt,  judging  from  the  course 
it  ran.  It  was  a  very  much  more  serious  case,  because  the 
poison  concentrated  itself  in  this  one  direction. 

Two  cases  are  not  sufficient  to  draw  conclusions  from,  but 
this  second  case  presents  some  features  worth  considering. 
The  left  leg  was  affected  in  the  usual  way,  i.e.,  it  began  with 
pain  in  the  calf,  thrombosis,  and  then  great  swelling — in  fact, 
it  was  a  typical  severe  case.  Next  the  right  leg  was  seized 
with  severe  pain,  first  in  the  buttock  and  then  in  the  calf,  and 
the  veins  became  even  more  thrombosed  than  in  the  left  leg  ; 
but  there  was  this  difference,  to  which  I  wish  specially  to  draw 
attention,  that  this  right  leg  did  not  swell  in  the  least — in  fact^ 
it  became  wasted.  This  fact  goes  to  prove,  what  has  often 
been  held,  that  thrombosis  of  the  veins  alone  does  not  cause 
phlegmasia,  but  that  the  lymphatics  must  also  be  involved. 
The  condition  of  the  pelvis,  I  think,  explains  why  the  left  leg 
was  affected.  The  left  side  of  the  cervix  was  lacerated  by  the 
occiput  as  it  came  down  after  turning,  and  through  that 
laceration  the  septic  absorption  took  place,  and  blocked  the 
lymphatics  and  glands  of  that  side.  There  was  no  laceration 
of  the  right  side,  so  the  lymphatics  there  escaped.  It  has  long 
been  recognised  that  the  left  leg  is  the  one  usually  affected,  on 
account  of  the  left  side  of  the  cervix  being  more  frequently 
injured  than  the  right.  This  fact  goes  to  prove  that  it  is 
essentially  a  disease  of  the  lymphatics. 

Mammary  Complications. — During  pregnancy  there  is 
always  a  considerable  increase  in  the  size  of  the  breasts. 
From  an  early  date  milk  can  be  expressed  from  the  nipples. 
Many  patients  suffer  a  good  deal  of  uneasiness  in  the  breasts, 
which  may  even  amount  to  pretty  severe  pain.  The  patient 
may  suffer  from  an  actual  mastitis  which  may  go  on  to  suppura- 
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tion.  The  cause  of  the  mastitis  will  probably  have  been  an 
injury,  such  as  a  blow  upon  the  breast.  I  have  seen  a  number 
of  cases  of  this.  In  one,  a  primipara,  about  eight  months  preg- 
nant, the  temperature  was  105°  F.  when  1  opened  the  abscess. 
The  abscess  healed  in  a  very  short  time,  and  she  went  to  full 
time.  The  high  temperatui-e  had  no  bad  effect  upon  the 
foetus. 

During  pregnancy  the  breasts,  especially  of  primiparae,  should 
be  attended  to.  The  nipples,  if  they  are  small  and  depressed, 
should  be  drawn  out,  and  in  all  cases  they  should  l)e  bathed 
occasionally  with  equal  parts  of  eau  de  Cologne  and  water,  or 
any  spirit  lotion,  but  if  they  tend  to  become  too  hard,  lanoline 
should  be  applied.  If  a  mastitis  occurs  it  should  be  treated  by 
sedative  lotions  for  the  pain,  and  if  it  does  not  resolve,  hot 
boracic  poultices  and  free  incision,  and  drainage  as  soon  as  pus 
can  be  detected. 

Within  forty-eight  hours  after  delivery  the  breasts  usually 
begin  to  engorge  with  milk,  and  for  a  day  or  two  after  that 
they  may  be  very  swollen  and  tender.  Hard,  tender  lumps 
may  be  felt  in  different  parts  from  accumulation  of  milk  in 
separate  lobules.  The  temperature  will  usually  be  raised  a 
degree  or  two.  If  the  breasts  are  not  carefully  attended  to, 
actual  inflammation  is  very  likely  to  ensue,  especially  if  there 
be  any  excoriation  or  chapping  of  the  nipples.  If  there  is  an 
abrasion  of  the  nipple,  it  is  easy  to  understand  how  septic 
organisms  may  gain  entrance  from  the  child's  mouth,  or  from 
the  patient's  fingers  or  dress.  In  most  cases  of  mastitis,  going 
on  to  suppuration,  an  abrasion  or  fissure  of  the  nipple  will  be 
found,  but  micro-organisms  may  find  their  way  into  the  ducts 
without  there  being  any  superficial  lesion.  When  suppuration 
is  occurring  the  temperature  will  rise  considerably,  and  there 
may  be  rigors. 

Fissures  and  excoriations  of  the  nipples  cause  intense  suffer- 
ing  during   suckling.     The   nipples   should   be   very   carefully 
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washed  with  boracic  solution,  before  and  after  suckling'.  An 
appHcation  of  glycerine  of  tannic  acid  and  sulphurous  acid,  or 
of  tr.  benzoini  co.  is  useful.  Where  there  are  fissures,  touch- 
ing them  with  a  slender  pencil  of  silver  nitrate  will  assist 
matters.  The  difficulty  in  getting  abrasions  and  fissures  to 
heal  is,  that  suckhng  tends  to  keep  them  open.  To  prevent 
this  as  much  as  possible,  the  patient  should  use  a  nipple  shield, 
but  wai-n  her  to  be  very  careful  to  keep  it  clean. 

When  the  breasts  are  engorged  and  lumpy  they  should  be 
massaged,  rubljing  towards  the  nipple,  using  warm  olive  oil  on 
the  hand.  An  exhauster  may  also  l)e  used,  and  the  patient 
should  be  given  a  brisk  saline  purge. 

If  a  large  area  becomes  hardened  and  inflamed,  ))elladonna 
should  be  applied  and  hot  fomentations.  The  patient  should 
be  actively  purged,  and  should  take  as  little  fluid  as  possible. 
If  resolution  does  not  take  place  quickly,  suppuration  will  occur. 
Boracic  poultices  should  be  applied  until  softening,  and  then 
the  abscess  should  be  freely  opened  and  drained.  A  free  in- 
cision is  absolutely  iiecessary,  and  it  should  radiate  from  the 
nipple,  so  as  not  to  cut  across  the  gland  tubules. 

Among  the  poorer  classes  poulticing  is  often  resorted  to  until 
the  abscess  bursts.  The  whole  breast  may  in  this  way  be 
destroyed.  Poulticing  should  only  be  allowed  until  softening 
has  occurred,  when  an  incision  should  be  made.  I  have  known 
a  woman  use  cow-dung  poultices,  until  her  whole  breast  was 
riddled  with  sinuses. 

If  the  abscess  is  small,  the  other  l)reast  can  be  given  to  the 
child,  and  after  healing  has  occurred,  both  breasts  ;  but  if  the 
abscess  is  large,  the  child  should  be  weaned,  and  the  other 
lireast  should  be  firmly  bound  up  after  applying  belladonna  to  it. 

If  there  has  l)een  much  destruction  of  breast  tissue,  the  patient 
may  not  be  able  to  nurse  subsequent  children  with  that  breast. 

Galactocele. — Occasionally,  from  obstruction  of  a  lacteal 
duct,  a  retention  cyst  forms  in  the  breast.     It  should  be  incised. 
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Supernumerary  nipples,  with  or  without  mammary  tissue, 
are  occasionally  seen.  They  may  be  near  the  breasts  or  in 
different  parts  of  the  body,  as  in  the  groin. 

Occasionally  there  is  a  third  breast,  and  I  have  several  times 
seen  lobules  in  the  axilla,  quite  free  from  the  main  mass,  but  con- 
nected with  it  by  lacteal  ducts.  In  one  case  there  was  a  swelling 
in  the  upper  and  inner  part  of  the  arm  at  the  axilla,  which  was  so 
painful  that  I  incised  it.  It  was  inflamed,  and  there  was  fluctu- 
ation in  the  mass.  As  the  patient  had  several  abrasions  on  her 
fingers,  I  thought  it  was  an  inflamed  and  suppurating  gland, 
but  it  turned  out  to  be  a  galactocele. 

Hypertrophy  of  the  breasts  is  not  very  common  in  this 
country,  but  I  have  occasionally  seen  cases  of  it.  Among  some 
savage  races  it  is  quite  common.  The  breasts  are  often  so 
pendulous  that  the  child  can  suck  while  being  carried  on  the 
mother's  back,  a  rather  convenient  arrangement  when  the  tribe 
is  on  the  march. 

As  a  rule  there  is  amenorrhoea  during  lactation,  but  a  fair 
number  of  patients  menstruate.  In  some  cases  the  milk  is 
affected  during  menstruation,  and  it  may  disagree  with  the 
child.     If  the  child  is  much  upset  it  should  be  weaned. 

The  idea  is  pretty  general  that  a  nursing  woman  is  not  liable 
to  become  pregnant,  and  among  a  certain  class  this  is  so  firmly 
believed  in,  that  the  women  nurse  their  children  well  on  into  the 
second  year  and  even  longer.  This  should  be  strictly  forbidden, 
as  it  is  bad  for  both  mother  and  child.  From  nine  to  ten 
months  is  long  enough  for  a  child  to  be  at  the  breast,  unless  it 
is  delicate,  when  it  may  be  allowed  a  month  or  two  longer. 
Occasionally  the  child  does  not  thi'ive  on  its  mother's  milk. 
The  milk  may  be  insufficient  in  quantity,  or  it  may  be  deficient 
in  some  of  its  ingredients,  especially  in  fat.  The  mother  should 
be  liberally  dieted,  and  if  this  fails  to  bring  the  milk  up  to  the 
standard  amount  and  quality,  the  child  must  be  partially  fed  with 
artificial  food.     If  it  does  not  thrive  on  the  mixed  food  it  must 
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be  weaned.  Malt  liquors  will  usually  increase  the  milk  flow, 
but  one  must  be  careful  in  recommending  them.  Drugs  are  of 
very  little  use  to  increase  the  flow.  Drugs  which  may  be  ad- 
ministered for  other  purposes  will  be  excreted  in  the  milk,  and 
may  affect  the  infant.  I  have  occasionally  seen  infants  refuse 
the  breast  when  the  mother  was  taking  large  doses  of  quinine. 
Purgatives  taken  by  the  mother  will  generally  act  upon  the 
infant.  In  syphilitic  cases,  if  the  mother  is  taking  mercury, 
the  infant  will  get  the  benefit  of  it. 

Complications  of  the  Nervous  System.— Nervous  com- 
plications which  may  arise  during  pregnancy  have  already  been 
dealt  with.  These  diseases  may  be  continued  on  into  the 
puerperium,  but  in  some  cases  they  manifest  themselves  for 
the  first  time  during  that  period. 

Paralysis. — -If  a  woman  has  had  para-  or  hemiplegia  prior 
to  delivery,  the  condition  will  continue  during  the  puerperium. 
If  the  condition  has  been  really  due  to  the  pregnancy  there  is 
a  good  chance  of  her  complete  recovery.  If  it  is  an  old-stand- 
ing condition,  there  is  little  probability  of  improvement.  Where 
the  lesion  has  occurred  during  labour  or  the  puerperium,  if  it 
lias  not  been  a  serious  one,  recovery  will  probably  occur. 

We  sometimes  find  a  partial  paralysis  of  one  leg  for  some 
days  after  a  difficult  delivery.  This  has  been  caused  by  pres- 
sure upon  the  pelvic  nerves  during  the  passage  of  the  child's 
head.  The  sensory  portion  of  the  nerves  may  be  more  affected 
than  the  motor,  and  the  woman  then  suffers  great  pain  without 
much  impairment  of  movement. 

Treatment. — Perfect  rest,  absorbent  medicines,  such  as 
iodides,  and  careful  nursing  to  prevent  formation  of  bed- 
sores. 

Eclampsia  and  Chorea  may  arise  during  the  puerperium, 
but  they  are  more  frequently  continued  from  pregnancy  or 
labour.  They  have  already  been  dealt  with  in  Pregnancy  and 
Labour,  and  nothing  more  need  be  added. 
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Insanity. — There  is  the  so-called  transitory  mania  of  labour, 
which  is  so  often  given  as  an  excuse  when  a  mother  takes  the 
life  of  her  child  immediately  after  it  is  born.  There  is  no  doubt 
that  some  women  are  beside  themselves  from  their  sufferings 
during  labour,  but  transitory  mania  is  an  exceedingly  rare  con- 
dition. It  is  curious  that  it  usually  attacks  unmarried  women. 
1  firmly  believe  that  the  great  majority  of  women  who  do  harm 
to  their  children  when  in  this  condition  of  supposed  mania, 
know  pei'fectly  well  what  they  are  doing,  and  are  quite  respon- 
sible for  their  actions. 

The  insanity  of  pregnancy  has  already  been  dealt  with.  It 
may  be  continued  from  the  pregnancy  into  the  puerperium,  but 
a  large  number  of  cases  arise  during  the  latter  period.  It  may 
begin  later,  during  lactation.  About  18  per  cent,  arise  during 
pregnancy,  47  per  cent,  during  the  puerperium,  and  35  per  cent, 
before  the  end  of  lactation. 

MelanchoUa  is  the  usual  type  during  pregnancy  and  lactation, 
while  mania  occurs  more  frequently  during  the  puerperium. 

The  same  predisposing  causes  are  at  work  as  in  pregnancy. 
In  many  puerperal  cases  it  is  associated  with  more  or  less 
sepsis.  In  all  the  cases  I  have  seen  there  have  been  high 
temperatures.  In  some  cases  superinvolution  of  the  uterus 
occurs.  The  exhaustion  of  haemorrhage  and  of  prolonged  lac- 
tation are  both  frequent  predisposing  causes. 

Symptoms. — -Sleeplessness,  restlessness,  and  great  dislike  for 
the  child  and  near  relatives,  or  the  immediate  attendants,  are  the 
first  indications.  In  mania  there  will  be  great  excitement  and 
noisy  delirium,  while  in  melancholia  the  patient  will  become 
profoundly  depressed,  and  may  refuse  to  speak  or  take  any 
nourishment.  She  may  become  very  fevered  and  her  pulse 
rate  very  fast.  Suicidal  tendencies  are  apt  to  exist.  In  the 
last  case  I  saw,  the  patient  was  apparently  quite  well  in  the 
morning,  but  in  less  than  ten  hours  she  had  sunk  into  a  con- 
dition  of   profound   melancholia  and  refused  to  speak.       Her 
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temperature  had  suddenly  risen  to  104"  F.  and  the  pulse  to 
130.  Next  morning  she  attempted  to  cut  her  throat  with  a 
tableknife  when  her  attendant  had  left  her  for  a  few  minutes. 
Fortunately  the  knife  was  very  dull,  so  she  did  little  damage, 
but  if  she  had  got  hold  of  a  razor  or  a  sharp  knife  the  result 
would  probably  have  been  fatal.  She  was  at  once  removed  to 
an  asylum,  where  she  recovered. 

Procpinsis. — This  is  generally  favourable,  especially  in  cases 
which  occur  early  in  the  puerperium.  It  is  not  so  favourable 
in  cases  of  profound  melancholia  commencing  late  in  lactation. 
There  is  considerable  risk  of  recurrence  in  subsequent  preg- 
nancies. 

Treatment. — ^The  patient  must  be  constantly  watched,  and  as 
she  has  probably  taken  a  disKke  to  her  friends,  her  attendants 
had  better  be  strangers.  The  child  must  be  kept  away  from 
her,  so  it  must  be  weaned.  Food  must  be  given  frequently, 
by  force  if  necessary.  For  sleeplessness  hypnotics,  such  as 
sulphonal,  trional,  chloral,  or  bromides,  will  be  necessary.  Where 
there  is  anaemia  and  much  prostration,  iron  and  arsenic  should 
be  administered,  and  stimulants  when  the  condition  of  the 
pulse  indicates.  If  there  is  a  septic  condition  present,  it  must 
be  treated.  In  two  cases  I  have  seen  remarkably  good  results 
from  the  use  of  antistreptococcic  serum.  Not  only  did  the 
temperature  fall,  but  the  patients'  mental  condition  improved 
at  once.  They  both  recovered.  If  proper  attendants  can  be 
got,  a  patient  can  be  quite  well  treated  at  home,  but  in  many 
cases,  more  especially  if  there  is  any  suicidal  or  homicidal  ten- 
dency, it  is  much  better  to  send  her  to  an  asylum. 


CHAPTEE  XXXVIII. 

OBSTETRIC  OPERATIONS. 

Preparation  of  the  Patient  for  Delivery  through  the  Natural  Passages — 
Anaesthesia — Spinal  Anaesthesia — Spinal  Anaesthesia  in  Obstetrics — 
Version  or  Turning — Cephalic  Version — Podalic  Version — Methods 
of  doing  Podalic  Version— External  Method — Bipolar  Method — In- 
ternal Method — Combined  Internal  and  External  Method — Risks  of 
Version  to  the  Mother — To  the  Child — The  Forceps — Conditions  in 
which  the  Application  of  Forceps  is  Necessars' — Preparations — 
Position  of  the  Patient — Application  of  the  Blades-  Traction — The 
Amount  of  Force  to  be  Used. 

Preparation  of   the  Patient   for  Delivery  through   the 
Natural  Passages. 

In  all  cases  the  bowels  should  be  thoroughly  cleared  and  the 
bladder  emptied.  The  external  genitals  of  the  patient  should 
be  cleansed,  by  washing  very  thoroughly  with  lysol  solution. 
Shaving  of  the  parts  in  the  more  serious  operations  is  advisable 
in  hospital  patients,  but  in  private  work  undesirable  ;  if  the 
hair  is  long,  however,  it  should  be  clipped  short.  In  forceps 
cases  douching  of  the  vagina  before  applying  the  instruments 
is  not  necessary,  unless  the  vagina  is  in  an  unhealthy  condition, 
but  in  versions,  inductions,  and  destructive  operations  the 
vagina  should  be  very  thoroughly  douched  out.  Lysol  solution 
is  the  best  to  use,  and,  while  douching,  the  whole  of  the  vaginal 
wall  should  be  weU  scrubbed  with  a  pledget  of  sterilised  wool. 
Some  use  aseptic  soap  for  this,  but  the  lysol  does  quite  as  well 
as  any  soap.  While  every  effort  is  made  to  make  the  external 
•^uitals  and  vaginal  canal  as  aseptic  as  possible,  the  operator 
(520) 
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must  see  that  his  hands,  arms,  and  instruments  are  also  in  that 
condition.  If  due  care  is  exercised,  he  need  have  no  fear  of 
causing  sepsis,  but,  if  he  is  not  careful,  he  need  not  be  sur- 
prised if  many  of  his  patients  exhibit  high  temperatures,  and 
some  of  them  die  of  septicaemia.  An  obstetric  operation  should 
be  undertaken  with  just  as  much  care  as  a  gynaecological  or 
surgical  one,  and  until  this  is  realised  puerperal  septicaemia  will 
yearly  claim  its  toll  of  victims.  There  are  certain  cases  in 
which  no  amount  of  care  will  prevent  septicaemia  arising,  but 
these  are  rarely  met  with,  and  it  is  seldom  one  can  look  back 
upon  a  fatal  case  of  septicaemia,  without  a  lurking  suspicion  that 
the  woman's  life  would  not  have  been  lost  had  gi-eater  care  been 
exercised. 

Anaesthesia. — As  a  rule,  an  anaesthetic  should  be  adminis- 
tered, though  many  of  the  operations  can  be  performed  without  it. 
As  it  saves  suffering  and  causes  no  additional  risk,  it  is  a  distinct 
gain.  In  cases  where  relaxation  of  the  uterus  is  required,  it 
should  be  pushed  to  its  fullest  extent.  Chloroform  is  almost 
universally  used  in  Scotland,  and  it  is  the  handiest  as  it  can  be 
given  so  easily.  Even  in  bad  cardiac  cases  it  is  not  contra- 
indicated.  It  increases  the  tendency  to  post-partum  haemor- 
rhage, but  not  so  much  as  ether  does.  This  danger  can  be 
easily  guarded  against  l)y  grasping  the  uterus  and  massaging 
it  after  the  child  is  borit,  so  as  to  induce  firm  contraction  and 
retraction. 

Spinal  Anaesthesia. — For  about  three  years  a  method  of  in- 
ducing anaesthesia  by  the  injection  of  a  solution  of  cocaine  into 
the  subarachnoid  space  in  the  lumbar  region  has  been  in  use, 
especially  on  the  Continent  and  in  America.  It  has  now  been 
pretty  extensively  used  in  general  surgery,  and  to  a  less  extent 
in  obstetrics. 

Method  of  Inducing  Spinal  Ancestliesla. — Tuffier,  of  Paris, 
after  a  large  number  of  experiments,  has  elaborated  a  method 
which  is  usually  followed.      He  uses  a  needle  about  4  in.  lon^;, 
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made  of  platinum,  with  a  short  iridium  point.  The  skin  of  the 
lower  dorsal  and  lumbar  region  is  rendered  aseptic  in  the  usual 
way.  The  patient  is  placed  in  a  sitting  posture  with  the  back 
well  arched  forwards,  so  as  to  separate  the  laminae  of  the 
vertebrae  as  much  as  possible.  The  spine  of  the  fourth  lumbar 
vertebra  is  now  located.  In  stout  patients  it  is  difficult  to  feel 
the  spine,  but  a  line  joining  the  highest  points  of  the  iliac  crests 
will  cross  the  level  of  the  fourth  spine,  and  may  be  adopted  as 
a  guide.  The  needle  is  inserted  1  centimetre  below  and  out- 
side the  spinous  process,  and  directed  vertically  downwards  and 
slight!}"  inwards,  until  it  enters  the  interval  between  the  laminae 
of  the  fourth  and  fifth  lumbar  vertebrae,  and  penetrates  the  sub- 
arachnoid space.  When  it  has  penetrated  into  this  space,  clear 
cerebro-spinal  fluid  will  escape  through  the  needle.  One 
cubic  centimetre  of  a  '2  per  cent,  sterilised  solution  of  hydro- 
chlorate  of  cocaine  (^  gr.)  is  now  very  slowly  injected,  the 
needle  withdrawn,  and  the  puncture  sealed  with  collodion.  The 
strictest  aseptic  precautions  must  be  used.  The  needle  and 
syringe  should  be  boiled  immediately  before  being  used,  and  the 
solution  must  also  be  sterilised  and  freshly  made.  It  may  be 
boiled,  or  capsules  of  specially  prepared  cocaine  may  be  used. 

The  injection  causes  very  httle  pain  to  the  patient,  but  diffi- 
culty is  sometimes  experienced  in  entering  the  subarachnoid 
space.  The  needle  may  strike  the  bony  lamina,  and  in  some 
cases  of  deformity  the  vertebrae  may  be  so  anchylosed  as  to 
make  it  impossible  to  enter.  The  escape  of  cerebro-spinal  fluid 
will  indicate  when  the  space  has  been  entered.  Sometimes  no 
fluid  will  escape,  although  the  needle  has  penetrated  the  space, 
from  its  point  being  entangled  in  the  membranes.  It  should 
be  withdrawn  a  bit  and  moved  about.  If  a  vein  is  punctured 
blood  will  come.  When  there  is  any  difficulty  in  entering  the 
space,  the  needle  should  be  withdrawn,  and  a  fresh  puncture 
made. 

The    analgesia    commences    almost   immediately,    and    wiU 
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usually  be  complete  in  from  five  to  ten  minutes,  but  it  may  be 
delayed  slightly  longer  than  this.  It  is  usually  complete  from 
the  diaphragm  downwards,  but  in  some  cases  it  extends  even 
as  high  as  the  upper  extremities.  The  duration  is  also  some- 
what variable,  but  it  usually  lasts  about  an  hour ;  it  may 
only  last  for  thirty  minutes,  or  be  prolonged  for  three  and  a  half 
hours. 

Within  a  few  minutes  of  the  injection  the  patient  experiences 
a  feeling  of  malaise,  with  some  respiratory  anxiety.  Many 
patients  have  sensations  of  heat  and  complain  of  thirst.  Within 
ten  or  fifteen  minutes  of  the  injection,  nausea  and  vomiting 
often  occur.  The  pulse  is  slightly  quickened  and  the  tension 
lowered.  If  too  large  a  dose  has  been  given,  respiration  will  be 
affected,  and  danger  may  arise  from  this  cause. 

After  the  analgesia  the  patient  usually  feels  very  comfortable. 
Shght  sickness  may  continue,  but  it  is  often  entirely  absent. 
Severe  headache  is,  however,  a  very  constant  symptom.  It 
usually  comes  on  six  or  eight  hours  afterwards,  and  may  be 
very  overpowering.  It  may  last  for  several  days.  In  some 
cases  it  comes  on  three  or  four  days  after  the  operation.  In 
about  half  the  cases  there  is  a  rise  of  temperature  and  some- 
times a  rigor  .within  a  few  hours  of  the  injection.  The  rise  is 
usually  slight,  but  it  may  reach  103^  F.  It  subsides  rapidly 
and  seems  to  have  no  significance. 

For  ordinary  surgical  operations  on  the  lower  part  of  the 
body,  or  lower  extremities,  this  method  of  producing  anaesthesia 
seems  very  suitable.  There  seems  to  be  very  little  risk  from  it 
if  the  strictest  aseptic  precautions  are  taken,  but  there  have 
been  a  few  deaths.  For  prolonged  intraperitoneal  operations 
it  is  not  \evy  suitable.  The  patient  is  perfectly  conscious,  but 
experiences  no  pain.  Pressure  sensations  are  felt,  and  a 
hysterical  patient  ma}-  flinch  and  cause  trouble,  so  it  is  not 
suitable  in  such  cases. 

Spinal  Anaesthesia  in  Obstetrics. — The  effect  of  lumbar 
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injections  of  cocaine  during  labour  is  to  render  the  labour  pain- 
less, provided  it  is  not  prolonged.  Complete  analgesia  may  be 
relied  upon  for  from  one  and  a  half  to  two  hours,  or  even 
longer  in  some  cases.  The  injection  may  be  repeated,  and 
Marx  has  in  this  way  been  able  to  maintain  complete  anaes- 
thesia for  eight  hours,  but  repeated  injections  are  somewhat 
risky,  from  the  toxic  effects  of  the  cocaine.  Marx  advises  giving 
the  injections  when  the  os  is  three-quarters  dilated  in  multi- 
paras, and  when  fully  dilated  in  primiparae. 

Besides  the  analgesic  action  the  cocaine  has  an  oxytocic 
action.  Doleris  has  drawn  special  attention  to  this.  He  main- 
tains that  the  uterine  contractions  are  increased  in  force  and 
frequency,  dilatation  of  the  cervix  hastened,  and  the  second 
stage  of  labom-  shortened.  He  also  believes  that  uterine 
retraction  after  delivery  is  more  complete,  and  the  risk  of  post- 
partum haemorrhage  thus  lessened.  In  cases  of  uterine  inertia 
he  has  observed  the  contractions  to  return  after  the  injection  of 
}  gr.  of  cocaine. 

He  says  :  "  I  am  in  a  position  to  state  positively  from  these 
facts  that  whenever  uterine  contraction  becomes  sluggish  and 
short,  and  occurs  at  long  intervals,  an  injection  of  one  centi- 
gramme of  cocaine  is  sufficient  to  produce  remarkable  stimu- 
lation of  the  uterus.  This  stimulating  action  manifests  itself, 
not  only  when  contractions  are  weak  and  far  apart,  but  also 
when  during  labour  they  have  stopped  altogether,  as  in  the 
well-known  phenomenon  called  uterine  inertia.'" 

In  two  cases  in  which  he  used  the  injection  to  induce  labour 
the  results  were  so  remarkable  that  I  shall  quote  them  in 
full. 

"  The  first  patient  was  a  woman  with  a  seven  months'  foetus, 
dead  and  macerated,  who  had  been  sent  to  our  wards  from  a 
house  of  refuge,  with  the  exact  diagnosis,  but  whom  we  kept 
under  observation  for  three  weeks  as  a  measure  of  prudence. 
Labour  began  suddenly,  by  the  very  energetic  contractions  of  a 


OBSTETRIC  OPERATIONS.  525 

uterus  that  had  been  flabby  and  inert  for  about  a  month,  fifteen 
minutes  after  the  injection.  During  an  hour  and  three-quarters 
the  contractions  followed  one  after  another  regularly  and  in 
close  succession,  without  causing  pain.  The  cervix,  long  and 
closed,  became  effaced,  and  dilated  rapidly  to  the  dimensions  of 
a  five-franc  piece.  From  the  moment  when  the  analgesia  dis- 
appeared, the  contractions  became  less  frequent  and  assumed  the 
character  that  is  customary  in  normal  labour,  which  shows  once 
more  the  oxytocic  effect  of  cocaine  following  a  corresponding 
course  to  its  analgesic  action.  Labour  thus  begun  went  regu- 
larly on,  and  spontaneous  delivery  took  place  in  six  hours  and 
twenty  minutes.  The  relatively  short  time  in  which  this  was 
accomplished  will  be  appreciated  when  we  remember  how  slow 
and  difficult  the  dilatation  is  in  these  cases  of  macerated  foetus, 
where  there  is  no  accommodation  to  the  pelvis  and  no  water 
tension,  both  being  incapable  of  bringing  any  regular  and  ener- 
getic pressure  to  bear  so  as  to  hasten  the  disappearance  and 
dilatation  of  the  cervix. 

"  In  the  second  case  labour  began  more  quickly.  The  patient 
was  a  consumptive  in  the  last  stages,  short  of  breath,  cachectic, 
very  weak  and  likely  to  die  before  her  confinement.  She  had 
had  a  number  of  children,  and  the  present  pregnancy  was  eight 
months  and  one  w^eek  gone,  with  a  living  child.  Nine  minutes 
after  the  injection  the  uterine  muscle  contracted  energetically 
for  a  minute  and  a  half,  and  from  that  time  on  contractions 
took  place  regularly  every  three  minutes  up  to  delivery,  which 
occurred  in  four  hours  and  thirty-five  minutes." 

Doleris  comes  to  the  following  conclusions  :  "  (1)  The  lumbar 
injection  of  cocaine  is  contra-indicated  with  pregnant  women  ; 
if  the  method  were  used  for  the  execution  of  any  operation 
during  pregnancy,  miscarriage  might  ensue.  (2)  A  new  method 
of  bringing  on  labour  has  been  found  in  the  use  of  these  injec- 
tions, which  have  a  certain  effect  on  the  uterine  motor  nerves. 
(3)  This  process  may  I'ender  great  service  in  case  of  uterine 
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inertia  during  labour,  particularly  with  a  moderately  contracted 
pelvis,  as  I  have  found  in  two  ijistances.  (4)  In  eclampsia, 
where  rapid  evacuation  of  the  uterus  is  indicated,  the  lumbar 
injection  ought  to  l)e  efficacious,  and  may  have  a  happy  effect 
on  the  nervous  reflex  symptoms  "  {International  Clinics,  vol.  ii., 
eleventh  series). 

For  the  performance  of  forceps  operations  this  method  of 
anaesthesia  is  suitable,  but  in  obstructed  labours,  especially 
where  version  is  required,  it  is  decidedly  contra-indicated,  as  you 
wish  to  have  the  uterus  as  relaxed  as  possible.  Doleris  has 
performed  Caesarian  section  under  it,  and  he  found  that  the 
uterus  retracted  remarkably  well  and  there  was  very  little  bleed- 
ing. Sinclair,  of  Manchester,  has  also  performed  Csesai-ian 
section  under  it.  As  I  have  never  used  it,  I  cannot  speak  from 
personal  experience,  but  I  doubt  very  mucli  if  it  will  ever  come 
into  general  use. 

If  the  oxytocic  action  is  so  great  as  Doleris  maintains,  it  will 
certainly  be  useful  in  cases  where  one  wishes  to  stimulate 
uterine  contractions  where  there  is  no  obstruction  to  delivery  ; 
Ijut  Lea,  in  his  paper  in  the  first  number  of  the  Journal  of 
Obstetrics  and  Gyncecology  of  the  British  Empire,  points  out 
that  Kreis  used  forceps  in  three  out  of  six  cases,  and  Marx  in 
sixteen  out  of  forty  cases,  which  hardly  bears  out  Doleris' 
contention. 

Version  or  Turning. 

The  object  of  this  operation  is  to  change  one  presentation  into 
another.  It  may  be  the  head  which  is  substituted  for  some 
other  part,  but  more  usually  it  is  the  breech.  Transverse  pre- 
sentations are  the  typical  ones  for  version. 

1.  Cephalic  Version. — In  this  the  head  is  substituted  for 
some  other  part  of  the  body  in  a  transverse  presentation.  It  is 
done  by  external  manipulation  while  the  membranes  are  intact, 
and  is  only  practicable  when  the  liquor  amnii  is  abundant.     The 
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patient  should  lie  upon  her  back  with  her  knees  well  drawn  up. 
Between  the  pains  the  head  is  pushed  towards  the  pelvis  and 
the  breech  in  the  opposite  direction.  If  a  pain  comes  on,  the 
parts  are  supported  until  it  has  passed  off.  As  soon  as  the 
head  is  at  the  brim,  the  membranes  should  be  ruptured,  and  the 
liquor  amnii  allowed  to  escape,  so  as  to  fix  the  head  in  the  brim 
and  prevent  it  taking  up  its  old  position.  It  may  be  assisted 
by  passing  the  fingers  into  the  cervix,  and  tilting  the  head  into 
the  brim,  as  in  bipolar  version. 

2.  Podalic  Version, — In  this  the  breech  is  the  part  sub- 
stituted. It  is  the  method  of  dehvery  most  frequently  adopted 
in  cases  of  antepartum  haemorrhage,  no  matter  whether  the" 
presentation  is  cephalic  or  transverse.  It  is  also  used  in  trans- 
verse cases,  where  cephalic  version  cannot  be  done.  As  ah-eady 
mentioned,  it  was  formerly  much  used  in  fiat  pelves,  but  the 
use  of  axis -traction  forceps  has  to  a  great  extent  superseded  it. 
In  posterior  parietal  presentations,  however,  it  is  preferable  to 
forceps.  In  face  and  brow  cases,  some  cases  of  prolapse  of  the 
cord,  and  in  cases  where  rapid  delivery  is  called  for  in  the  in- 
terest of  the  mother,  as  with  eclampsia,  it  is  done. 

Methods  of  Doing  1'odalic  Version. 

1.  External  Method. — ^This  can  only  be  done  before  the 
rupture  of  the  membranes,  and  when  the  hquor  amnii  is  abun- 
dant. It  is  done  by  external  manipulation,  in  exactly  the  same 
way  as  cephahc  version,  only  it  is  the  breech  which  is  manipu- 
lated into  the  pelvis  instead  of  the  head. 

2.  Bipolar  Method.— This  method  of  version  was  intro- 
duced by  Braxton  Hicks  in  lb64.  It  is  done  by  external 
manipulation,  combined  with  tilting  the  presenting  part  away 
from  the  brim  by  the  fingers  of  one  hand  in  the  vagina.  The 
membranes  should  be  intact  or  only  very  recently  ruptm-ed. 
If  the  uterus  is  retracted  it  is  quite  impracticable.     It  may  be 
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used  in  doing  cephalic  version,  but  is  more  generally  employed 
in  podalic.  In  cases  of  placenta  prtuvia  it  is  most  useful,  as 
it  can  be  done  as  soon  as  the  os  will  admit  two  fingers. 

The  patient  should  be  placed  upon  her  back  and  be  deeply 
anaesthetised  to  relax  the  parts,  and  allow  the  whole  hand  to  be 
pushed  into  the  vagina.  The  external  hand  is  placed  over  the 
breech  so  as  to  depi'ess  it,  while  the  presenting  part  is  tilted 
away  from  the  brim,  by  the  fingers  inserted  through  the  os. 
The  child  should  be  made  to  rotate  so  as  not  to  undo  its  flexed 
attitude.  When  the  head  is  out  of  the  brim  the  external  hand 
can  be  used,  to  elevate  it  towards  the  fundus.  As  soon  as  a 
knee  or  foot  comes  within  reach  of  the  internal  fingers  it  should 
be  caught  and  brought  into  the  brim,  the  membranes  being 
ruptured  at  the  same  time.  If  the  os  is  fully  dilated,  delivery 
may  be  finished  at  once,  but  if  the  os  is  only  partially  dilated,  it 
must  be  left  to  nature  to  allow  of  dilatation. 

3.  Internal  Method. — -This  is  done  by  passing  one  hand 
into  the  uterus,  seizing  and  bringing  down  one  or  both  feet. 
The  cervix  must  be  sufficiently  dilated  to  allow  the  hand 
to  pass.  It  should  be  done  as  soon  as  possible  after  the 
membranes  have  ruptured.  If  there  is  only  slight  retraction 
of  the  uterus  it  may  be  done,  by  an  expert  operator,  by  deeply 
anaesthetising  the  patient,  but  one  who  has  not  had  much 
experience  of  the  operation  should  not  attempt  it.  If  the 
uterus  is  firmly  retracted  it  should  never  be  attempted.  The 
patient  may  lie  on  her  side  or  back,  preferably  on  her  left  side. 
The  right  hand  may  be  used  in  all  cases,  but  in  some  the  left 
one  does  better.  It  depends  on  which  way  the  child  is  lying. 
Use  the  hand  which  will  most  easily  reach  the  front  of  the 
child.  Thus,  if  its  back  is  towards  the  mother's  right  side,  use 
your  right  hand,  and  if  the  back  is  towards  her  left,  the  left 
hand,  but  if  you  are  not  accustomed  to  working  with  your  left 
hand,  always  use  the  right.  The  hands  and  arms  should  be 
thoroughly  sterilised  and  well  washed  in  lysol  solution.     Pass 
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the  hand  in  a  cone  shape  to  dilate  the  cervix,  if  it  is  not 
sufficiently  dilated  already,  and  pass  the  hand  on  to  the  front 
of  the  child,  rupturing  the  membranes  if  they  are  unruptured. 
As  much  of  the  liquor  amnii  as  possible  should  be  retained  in 
the  uterus,  by  damming  it  back  with  the  wrist.  If  a  contraction 
comes  on,  spread  your  hand  flat  on  the  front  of  the  child  and 
wait  until  the  uterus  relaxes.  If  you  do  not  do  this  the  pressure 
upon  your  closed  hand  will  almost  paralyse  it,  and  may  cause 
rupture  of  the  wall.  Catch  one  or  both  feet,  making  sure  it 
is  a  foot  and  not  a  hand.  Herman  advises  bringing  down  a 
hand  first  and  attaching  a  bit  of  tape  to  it.  This  I  consider  to 
be  a  mistake.  As  soon  as  you  get  a  foot,  pull  the  leg  down 
steadily  into  the  vagina,  if  the  uterus  is  quiescent,  but,  if  a  con- 
traction comes  on,  wait,  spreading  your  hand  out  as  before. 
The  child's  body  usually  rotates  quite  easily,  unless  the  uterus 
is  retracted  round  it.  If  version  is  attempted  when  the  uterus 
is  retracted,  as  in  a  transverse  case,  care  must  be  taken  to 
unhitch  the  shoulder  from  under  Bandl's  ring,  if  it  is  caught, 
but  only  an  expert  should  undertake  such  a  risky  operation, 
and  it  should  only  be  undertaken  if  there  is  a  chance  of  saving 
the  child's  Hfe. 

4.  Combined  Internal  and  External  Method. — The  inter- 
nal hand  is  used  in  exactly  the  same  way,  but  the  external 
hand  is  used  to  tilt  the  head  away  and  raise  it  towards  the 
fundus. 

Which  Foot  should  Yoic  Grasp  1 — When  the  head  pre- 
sents, it  does  not  matter  much  which  foot  you  seize,  but  in 
transverse  presentations  it  depends  upon  whether  the  child  lies 
dorso-anterior  or  dorso-posterior.  If  it  is  dorso-anterior  take 
the  nearest  foot,  and  if  it  is  dorso-posterior,  that  farthest  away. 
When  the  child's  back  is  to  the  front,  you  want  it  to  remain  so, 
and  you  therefore  seize  the  nearest  foot,  as  traction  on  it  will 
not  rotate  the  body  round  its  long  axis,  but  when  it  is  to  the 
mother's  back,  you  wish  to  turn  it  to  the  front,  therefore  seize 
34 
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the  farthest  away  foot,  as  traction  on  that  leg  will  not  only 
turn  the  child,  but  rotate  its  back  to  the  front. 


EisKS  OF  Version. 

(a)  To  the  Mother. — Besides  the  risk  of  introducing  septic 
organisms  into  the  uterus,  there  are  risks  of  injury  to  the  uterus, 
cervix,  vagina  and  perineum.  The  uterus  may  easily  be  rup- 
tured. I  have  already  spoken  of  the  risk  of  attempting  version 
after  failing  to  deUver  with  forceps,  and  I  again  insist,  that  if 
forceps  hold,  and  do  not  bring  the  head  down,  version  should 
not  be  attempted.  Most  of  the  cases  of  rupture  of  the  uterus 
brought  into  the  Maternity  Hospital  have  been  caused  in  this 
way.  The  cervix  may  be  ruptured  by  dragging  the  after-com- 
ing head  through  too  rapidly.  If  this  happens  in  a  case  of 
placenta  prae\'ia,  death  from  haemorrhage  is  almost  sure  to 
ensue,  if  the  cervix  is  not  at  once  stitched  or  plugged.  Eupture 
of  the  vagina  and  perineum  may  occur,  if  the  head  is  delivered 
too  hastily  and  extended. 

{b)  Risks  to  the  Child. — The  leg  or  legs  may  be  injm-ed, 
fractured  or  dislocated.  The  arms  may  be  broken  or  dislocated 
in  relieving  them,  and  the  clavicles  may  suffer  in  the  same  way. 
The  neck  may  be  so  stretched  as  to  cause  dislocation,  or  the 
cord  may  be  injured,  without  actual  breaking  of  the  neck.  In 
contracted  pelves  the  skull  may  be  fractured  by  the  pressure  of 
the  promontory,  and  in  some  cases  haemorrhage  occurs  into  the 
brain,  without  actual  fi'acture  of  the  skull.  The  child  runs 
exactly  the  same  risks  during  delivery  as  when  the  breech 
presents,  and  traction  has  to  be  used. 

The  Forceps. — The  Tarnier- Simpson  axis-traction  forceps, 
of  Milne-Murray,  and  of  Professor  A.  E.  Simpson,  are  the  instru- 
ments I  have  found  most  useful.  Their  gi-eat  advantages  over 
the  ordinary  instrument  specially  appear  in  high  cases,  but  in 
low  cases  they  also  possess  advantages,  so  that  they  are  adapted 
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for  all  deliveries.  The  traction  rods  enable  one  to  pull  in  the 
proper  axis,  while  the  handles  indicate  the  direction  of  the 
axis. 

Gomlitions  in  which  the  Application  of  Forceps  is  Necessary. — 


Fig.  29. — ^lilne-Murray's  axis-traction  forceps. 

These  have  already  been  mentioned  in  discussing  laborious  and 
other  labours,  so  we  shall  merely  recapitulate.  They  are  : 
Uterine  inertia,  large  size  of  the  head,  malpresentations  and  mal- 
positions of  the  head,  hardness  of  the   head,   rigidity  of    the 


i^^^^ii 


Fig.  30. — Professor  A.  R.  Simpson's  axis-traction  forceps. 

vagina  and  perineum,  contraction  of  the  pelvis  (conjugata  vera 
not  below  3  in.  as  a  rule,  but  delivery  may  sometimes  be  effected 
with  a  con  jugate  of  not  more  that  2  J  in.  if  the  child's  head  is 
small),  in  some  cases  of  tumours,  and  in  cases  where  rapid 
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delivery  is  called  for  in  the  interest  of  the  mother  or  the  child. 
In  breech  cases  forceps  ai-e  occasionally  applied  to  the  breech, 
and  sometimes  to  the  after-coming  head. 

Preparations. — The  consent  of  the  friends  of  the  patient 
must  be  obtained,  and  also  that  of  the  patient,  unless  she  is  ex- 
tremely nervous.  Chloroform  is  not  always  necessary,  but  it  is 
best  to  give  it  unless  the  patient  strongly  objects  to  its  use.  It 
will  save  her  suffering  and  make  the  operation  much  easier. 
The  patient's  bowels  and  bladder  should  be  empty  and  the 
external  parts  thoroughly  cleansed.  The  instruments,  which 
should  be  aseptic,  are  frequently  lubricated  with  an  antiseptic 
oil  or  vaseline,  but  if  they  are  dipped  in  warm  lysol  solution 
they  will  be  slippery  enough,  and  there  will  be  less  I'isk  of 
carrying  sepsis  into  the  uterus.  Antiseptic  oils  or  vaseline  are 
frequently  far  from  being  aseptic. 

Position  of  the  Patient. — In  this  country  the  left  lateral 
position  is  the  one  most  trequenth'  adopted.  The  hips  should 
be  brought  well  over  the  edge  of  the  bed  and  the  legs  should 
be  well  drawn  up.  If  the  dorsal  position  is  adopted,  the  hips 
must  be  brought  well  over  the  edge  of  the  bed,  and  the  legs  and 
thighs  well  flexed  and  supported  by  assistants.  The  bed  should 
be  properly  protected  by  a  waterproof  sheet  and  draw  sheet. 

Before  applying  the  instruments  the  os  should  be  fully 
dilated,  the  membranes  ruptured,  and  the  exact  position  of  the 
head  known.  The  blades  are  made  to  lie  in  the  sides  of  the 
pelvis,  and  therefore  in  the  high  operation  they  grasp  the  head 
obliquely  in  a  normal  pelvis,  or  antero-posteriorly  in  a  flat 
pelvis.  Some  authorities  say  that  the  blades  should  always  be 
applied  to  the  sides  of  the  head  even  in  high  operations.  This 
is  quite  impracticable  in  the  majority  of  cases.  One  blade  will 
lie  over  the  temple  and  eye  of  the  child,  but  beyond  bruising 
the  parts  a  little  it  should  not  do  any  damage.  If  the  instru- 
ments are  not  properly  made,  considerable  damage  may  be  done. 

Application  of  the  Blades. — The  left  or  lower  blade  is  the 
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first  to  apply.  The  traction  rod  should  lie  along  the  back  of 
the  shank.  Either  hand  may  be  used,  but  the  left  is  perhaps 
the  more  convenient  of  the  two.  Grasp  the  handle  hghtly  in 
the  left  hand,  pass  the  fingers  of  the  right  into  the  vagina  with 
the  tips  inside  the  os,  the  palm  looking  upwards,  then  slip  the 
point  of  the  blade  along  the  palm  of  the  hand  and  front  of  the 
fingers  until  it  passes  within  the  cervix.  Next  push  it  gently 
upwards  and  forwards,  depressing  the  handle  at  the  same  time 
until  it  lies  against  the  perineum.      The  blade  should  lie  exactly 


31. — Axis-traction  foreei^s  applied.     Higli  operatiou.     Froi 
graph  supplied  by  Dr.  G.  Balfour  Marshall. 


a  plioto- 


in  the  left  side  of  the  pelvis.  No  force  should  be  used.  An 
assistant  should  now  steady  it  in  position.  The  upper  blade  is 
generally  more  difficult  to  apply,  but  with  a  little  practice  it  is 
easily  done.  An  assistant  sliould  hold  the  leg  up.  First  swing 
the  traction  rod  well  forwards,  then  grasp  the  handle  lightly  in 
the  right  hand,  pass  the  fingers  of  the  left  hand  into  the  vagina 
until  the  tips  are  within  the  os,  the  palm  looking  downwards, 
then  enter  the  tip  of  the  blade  in  the  axis  of  the  outlet,  i.e., 
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with  the  shauk  and  handle  parallel  to  the  flexed  thigh,  now 
pass  the  blade  along  the  palm  of  the  hand  and  front  of  the 
fingers,  gradually  bringing  the  handle  back  towards  the  peri- 
neum. The  tip  of  the  blade  should  pass  up  the  back  of  the 
pelvis,  and  then  gradually  come  round  to  the  side,  and  slip  over 
the  head.  As  it  slips  over  the  head  the  handle  comes  back 
towards  the  perineum.  Locking  the  handles  is  sometimes  rather 
difficult,  but  no  force  should  be  used.  Grasp  each  handle 
separately,  and  gently  manipulate  them  into  exact  apposition 


Fig.  'S'2. — Forceps  deliven-.     The  head  is  distending  the  perineum.     From 
a  photograph  suppHed  by  Dr.  G.  Balfour  INIarslialh 

and  lock  them,  being  careful  not  to  nip  the  vaginal  mucous 
membrane  or  the  skin  of  the  external  parts  in  the  lock.  Then 
swing  the  traction  rod  of  the  right  blade  back  and  lock  it.  The 
fixation  screw  of  the  handles  should  now  be  applied,  tight 
enough  to  fix  the  handles  in  the  position  in  which  you  have 
locked  them  with  your  hand.  If  the  application  handles  do 
not  come  quite  together  you  must  not  use  the  screw  to  bring 
them  together,  or  you  will  crush  the  head.     The  fixation  screw 
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is  only  to  fix  the  handles  m  the  position  in  which  you  can  close 
them  with  youi-  hand,  and  should  never  be  used  to  screw  the 
handles  together.  Now  apply  the  crossbar  to  the  traction  rods. 
Before  applying  traction,  examine  carefully  to  make  sure  that 
everything  is  right,  and  that  none  of  the  pubic  hairs  are  caught 
in  the  lock. 

Traction. — Grasp  the  crossbar  in  one  hand  and  pull  gently, 
so  that  the  traction  rods  are  parallel  with  the  shanks.  As  soon 
as    the  application   handles  begin   to  pass   forwards,  move  the 


Fig.  33. — Forceps  delivery.     The  head  is  just  passing  the  vulva.      From  a 
photograph  supplied  by  Dr.  G.  Balfour  Marshall. 

traction  rods  forwards,  so  as  to  keep  them  parallel  with  the 
shanks.  If  the  patient  is  under  chloroform,  make  traction  at 
intervals,  always  relaxing  the  fixation  screw  when  not  pulling. 
If  the  patient  is  not  under  chloroform  you  may  make  your 
traction  during  a  pain.  Do  not  be  in  a  hurry,  but  take  plenty 
of  time.  As  the  head  descends  it  will  rotate,  and  the  blades 
should  then  be  taken  off  and  reapplied  to  the  sides  of  the  head.' 

'  lu  low  forceps  cases  the  head  is  iu  the  pelvis,  and  as  rotatiou  has 
occurred,  reapplication  vyill  not  be  necessary. 
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When  the  head  begins  to  bulge  the  perineum,  you  must  deHver 
very  slowly.  The  handles  will  now  be  well  forward  between 
the  patient's  thighs,  and  you  must  follow  them  forwards  with 
the  traction  rods.  Some  operators  complete  the  delivery  by 
grasping  the  traction  rod  and  handles  and  using  the  forceps 
hke  any  ordinary  pair,  but  this  is  a  mistake.  The  ordinary 
handles  should  never  be  touched  during  traction.  I  have  seen 
men  deliver  by  grasping  the  handles  as  well  as  the  crossbar, 
while  bringing  the  head  through  the  brim  and  cavity,  but  this 
should  never  be  done.  It  really  destroys  the  axis-traction 
action.  As  soon  as  the  head  is  born  the  blades  should  be 
removed.     Delivery  is  then  completed  in  the  usual  way. 

The  Amount  of  Force  to  be  Used. — In  ordinary  cases  very 
little  force  is  required,  but  in  contracted  pelves  or  with  large 
heads  a  considerable  amount  may  be  necessary.  If  the  instru- 
ments hold,  any  head  may  be  dragged  through  Idv  main  force, 
but  an  excessive  amount  is  not  justifiable.  An  expert  operator 
sooii  learns  how^  much  force  he  may  justifiably  apply,  but  he 
can  only  learn  this  by  experience.  I  have  frequently  delivered 
live  children  by  exerting  my  utmost  strength  with  both  hands, 
and  my  feet  braced,  but  I  would  not  advise  a  beginner  to 
attempt  this.  One  hand  will  give  all  the  force  required  in  the 
majority  of  cases.  By  placing  the  tips  of  the  fingers  of  the 
other  hand  against  the  head  you  can  judge  if  any  advance  is 
being  made.  If  no  advance  is  being  made,  after  a  considerable 
amount  of  force  is  used  in  the  ordinary  obstetric  position,  a  trial 
should  be  made  in  the  Walcher  position,  and  if  you  fail  then,  a 
symphysiotomy  or  a  craniotomy  should  be  resorted  to.  Caesa- 
rian section  might  be  done,  but  the  risks  would  be  very  great. 
If  the  child  is  dead,  craniotomy  should  i^e  done  at  once,  but  if 
it  is  alive,  symphysiotomy  is  the  operation  indicated.  I  again 
I'epeat  that  under  no  consideration  should  version  be  attempted 
after  failure  with  forceps. 


CHAPTEE  XXXIX. 

OBSTETRIC  OPERATIONS  (Confinuefl). 

Induction  of  Premature  Labour — How  to  Decide  When  to  Induce  Labour 
— Methods  of  Inducing  Labour— Preparation  of  the  Patient — The 
Operation. 

Induction  of  Premature  Labour. — Premature  labour  not 
infrequently  comes  on  of  itself,  but  there  are  cases  in  which  it  is 
justifiable  to  bring  it  on,  either  in  the  interests  of  the  mother 
or  of  the  child.  In  the  interests  of  the  mother,  it  may  be  done 
in  serious  diseases  of  the  heart,  kidneys,  or  nervous  system,  and 
also  in  pernicious  vomiting.  In  the  interests  of  the  child,  it 
may  be  done  in  cases  of  obstruction  from  tumours  or  contraction 
of  the  pelvis,  and  also  in  cases  of  habitual  death  of  the  foetus 
in  the  later  months  of  pregnancy.  It  is  occasionally  done  in 
normal  pelves,  where  the  patient's  children  have  such  large 
heads  that  delivery  at  full  time  is  fraught  with  danger. 

As  the  operation  is  done  in  the  hopes  of  getting  a  child  born 
which  will  sui'vive,  it  should  not  be  done  before  the  child  has 
reached  a  viable  age.  Generally  speaking,  the  beginning  of 
the  seventh  month  is  the  earliest  time  of  viability,  but  occasion- 
ally six  and  a  half  months'  children  survive.  If  the  child  is 
much  under  3  lb.  in  weight,  the  utmost  difficulty  will  be  experi- 
enced in  rearing  it.  There  is  a  popular  belief  that  a  seventh 
month  child  is  more  likely  to  live  than  an  eighth  month  one, 
but  this  is  a  delusion.  The  nearer  full  time  the  better  chance 
there  is  of  its  surviving. 

With  contracted  pelves  2h  in.  of  a  true  conjugate  is  the  very 
■^  (5-37) 
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lowest  limit.  A  live  child  may  be  delivered  through  this  at  the 
seventh  month,  but  if  the  pelvis  is  smaller,  there  is  little  hope 
of  the  child  being  alive,  or  surviving  if  it  is  born  alive.  In  all 
cases  below  3  in.  the  chances  for  the  child  are  not  great,  and 
the  mortality  among  such  children,  when  born  alive,  is  very 
high,  so  that  it  is  questionable  if  induction  should  be  done  in 
pelves  below  3  in.  If  artificial  delivery  has  to  be  resorted  to, 
the  chances  for  the  child  are  lessened. 

Hoiv  to  Deckle  When  to  Induce  Labour. — In  cases  done  in 
the  interests  of  the  mother,  the  condition  of  the  patient  will 
generally  have  to  be  oui*  guide,  but,  if  possible,  the  operation 
should  be  postponed  until  she  is  at  least  seven  and  a  half 
months  gone.  In  a  case  like  one  of  uncontrollable  vomiting, 
the  mother's  interests  alone  should  be  considered.  The  time 
is  judged  from  the  cessation  of  menstruation,  but  this  is  very 
uncei-tain,  and  one  is  often  misled  by  it,  so  you  must  make  an 
estimate  of  the  viability  from  the  size  of  the  foetus,  as  made  out 
by  palpation.  When  the  pelvis  is  contracted,  the  size  of  the 
foetus,  especially  of  the  head,  is  most  important.  So  long  as 
the  head  is  small  enough  to  pass  easily,  you  will  be  able  to  push 
it  well  into  the  brim  by  external  pressure,  and  as  soon  as  you 
fail  to  do  this  easily  it  is  time  for  the  induction.  With  a  con- 
tracted pelvis  the  rule  should  be  to  see  the  patient  every  week 
or  so  after  she  has  entered  the  seventh  month,  to  test  the  size  of 
the  head  relative  to  the  brim,  and  to  induce  labom-  as  soon  as 
ever  you  find  the  head  cannot  be  pushed  well  into  the  pelvis. 
An  instrument  has  been  devised  to  measure  the  head  through 
the  abdominal  wall,  but  it  is  of  very  httle  use,  as  the  only 
diameter  of  the  head  you  can  get  is  the  occipito-frontal  one. 
which,  in  the  majority  of  cases,  you  do  not  want.  If  you  could 
measure  the  transverse  diameter  of  the  head  it  would  be  of 
great  use,   but  this  cannot  be  done. 

In  cases  of  habitual  death  of  the  foetus  in  the  later  months 
of  pregnancy,  about  a  fortnight  prior  to  the  time  at  which  death 
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had  occurred  on  former  occasions  should  be  selected,  provided 
this  will  give  a  viable  child.  Tlie  results  in  these  cases  are  so 
discouraging  that  for  my  part  I  prefer  trjdng  to  carry  the 
woman  to  full  time   by  keeping  her  on  chlorate  of  potash. 

Proi/nosi-s. — If  the  woman  is  in  good  health  sepsis  is  the 
chief  risk  she  has  to  run,  and  one  should  be  able  to  guard 
against  that  by  using  strict  aseptic  methods.  When  the  induc- 
tion is  undertaken  because  of  disease  on  the  part  of  the  mother 
the  risk  is  very  great,  as,  unfortunately,  the  operation  is  usually 
only  undertaken  as  a  last  resort.  As  regards  the  child,  it  has 
many  risks  to  run.  It  may  be  too  premature  to  survive.  If 
the  labour  has  to  be  terminated  by  forceps  or  version,  its  chances 
will  be  lessened,  as  premature  children  do  not  stand  artificial 
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delivery  well.  There  is  no  doubt  that  in  some  cases  the  vitality 
is  lower  tlian  in  others.  In  one  of  my  cases  induction  was 
done  twice  for  contraction  of  the  pelvis,  and  the  children  were 
born  easily  without  any  assistance,  and  yet  in  both  instances 
they  died  in  a  few  days,  although  they  were  of  a  fair  size. 
The  third  time,  I  refused  to  induce  labour,  and  did  Caesarian 
section  at  full  time,  and  delivered  a  perfectly  healthy  child, 
which  did  well.  For  the  first  month  or  two  the  children  are 
very  difficult  to  rear,  and  they  require  great  attention.  If  they 
are  under  3  lb.  in  weight  at  birth,  their  chances  will  not  be 
very  great,  but  I  to  la  11).  children  usually  do  well. 

Methods  of  Inducing  Labour. — What  we  wish  to  do  is  to  start 
uterine  contractions,  and  to  get  the  uterus  to  empty  itself  by 
natural  efforts.     The  contractions  mav  be  brought  on  in  various 
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ways,  as  by  rupturinf^  the  membranes,  injecting  fluids  such  as 
water  or  glycerine  between  the  membranes  and  the  uterine 
wall,  by  passing  bougies,  by  plugging  the  cervix  and  vagina 
with  strips  of  gauze,  or  by  using  hydrostatic  dilators.  In  some 
cases  where  immediate  delivery  is  called  for,  the  cervix  may  be 
dilated  by  means  of  Hegar's  dilators  and  Champetier  de  Ribes' 
bag,  Bozzi's  dilator,^  or  manually  incising  it  if  necessary,  but 
such  a  case  is  not  usually  considered  an  ordinary  induction. 

Of  all  the  methods  the  most  useful  is  the  bougie  one.  Rup- 
turing of  the  membranes  is  not  advisable,  as  the  child  will 
suffer  from  pressure  and  prol)ably  be  still-born.      Tlie  injection 


Fig.  35. — Champetier  de  ]{ibes'  bag. 

of  glycerine  was  strongly  advocated  at  one  time,  but  it  is  not 
by  any  means  devoid  of  danger.  Barnes'  bags  are  very  useful 
when  the  cervix  is  partially  dilated,  and  they  may  be  used  after 
the  bougies  have  been  tried  for  a  time.  The  membranes  must, 
if  possible,  be  kept  intact  until  the  os  is  fully  dilated,  so  as  to 
assist  dilatation,  and  save  the  child  from  prolonged  pressure. 

Preparation  of  the  Patient. — She  should  be  well  bathed 
several  times  beforehand.  The  bowels  should  l)e  cleared  by 
means  of  laxative  medicine  and  an  enema.     It  is  advisable  to 

'  Bozzi's  dilator  is  a  most  powerful  instrument,  and  lias  been  strongly 
recommended.     I  have  had  no  experience  of  it. 
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shave  the  external  parts,  or  at  all  events  to  cHp  the  hair  short, 
so  as  to  render  the  external  pudenda  as  aseptic  as  possible. 
Only  new  gum  elastic  bougies  should  be  used.  BoiHng  softens 
them  and  roughens  their  surfaces,  so  it  is  better  to  sterilise 
them  by  first  washing  them  very  carefully  with  soap  and  water, 
and  then  soaking  them  for  several  hours  in  (1  to  20)  carbolic 
lotion.  Several  No.  10  or  12  size  may  be  used,  or  one  very 
large  one.  Catheters  should  never  be  used.  For  the  introduc- 
tion you  should  have  a  duckbill  speculum,  a  pair  of  volselluni 
forceps  to  draw  down  and  steady  the  cervix,  packing  forceps 
and  iodoform  or  aseptic  gauze  for  a  vaginal  plug,  and  if  the  os 
is  quite  closed,  a  few  Hegar's  dilators. 

The  Operation. — Chloroform  is  not  necessary,  but  it  is  ad- 
visable to  administer  it.  With  the  patient  in  the  hthotomy 
position,  thoroughly  cleanse  the  external  parts  with  lysol  solu- 
tion, and  douche  the  vagina.  Pass  the  speculum,  and  draw  down 
the  cervix,  by  catching  the  anterior  lip  with  forceps.  If  the  os 
will  admit  a  finger,  pass  it  in,  and  separate  the  membranes  as 
high  up  as  you  can  reach.  If  the  os  is  quite  closed,  dilate  it 
with  Hegar's  dilators  until  it  will  admit  a  finger.  The  bougie 
should  now  be  passed  without  touching  any  of  the  external 
parts.  It  should  be  gently  inserted,  and  if  it  meets  with  an 
obstruction  it  should  not  be  forced  in,  but  partially  withdrawn 
and  pushed  in  another  direction.  The  placenta  is  the  usual 
obstruction  it  meets  with,  and  it  will  not  do  to  force  the  bougie 
between  the  placenta  and  uterine  wall,  or  accidental  haemorrhage 
will  be  caused.  The  bougie  should  be  passed  until  its  end  is 
at  the  external  os.  Two  or  three  may  be  passed  in  this  way. 
I  prefer  several  to  one  very  large  one,  as  there  is  less  risk  of 
injuring  the  plaaenta  or  rupturing  the  membranes.  There 
should  be  very  Httle  bleeding.  The  vagina  should  again  be 
washed  out,  and  packed  with  iodoform  or  aseptic  gauze.  The 
vaginal  plug  prevents  the  bougies  slipping  down,  and  it  also 
assists  dilatation.      If  you  should   rupture   the   membranes  or 
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injure  the  placenta,  the  bougies  should  he  withdrawn  and  a 
Barnes'  bag  inserted,  or  the  cervix  and  vagina  thoroughly 
plugged.  In  two  of  my  cases  I  have  met  with  marginal 
placenta  praevia. 

The  patient  may  be  allowed  up,  but  she  is  much  safer  in  l)ed. 
The  pains  very  rarely  come  on  within  a  few  hours,  and  it  is 
well  to  warn  the  patient  that  it  will  probably  be  some  days 
before  the  labour  is  finished.  The  plug  should  be  taken  out  of 
the  vagina  within  twenty-four  hours.  If  the  os  is  not  dilating 
much,  the  bougies  may  be  taken  out,  and  a  new  set  introduced, 
or  they  may  be  left  in  twelve  hours  longer.  When  the  con- 
tractions are  fairly  started  the  bougies  may  be  removed.  If 
dilatation  is  very  slow  you  may  hasten  it  by  the  use  of  bags, 
and  if  the  membranes  rupture  early,  a  bag  should  be  inserted, 
to  dam  back  the  liquor  amnii  as  much  as  possible.  A  natural 
finish  to  the  labour  is  preferable,  but  it  must  not  be  allowed  to 
linger  too  long.  The  after-treatment  of  the  case  is  the  same 
as  after  an  ordinary  full  time  labour. 

The  child  will  be  feeble,  and  the  greatest  care  must  be  taken 
of  it.  If  it  is  very  small  it  should  be  rolled  in  cotton  wadding, 
instead  of  being  dressed  in  the  usual  w^ay.  In  hospital  an 
incubator  is  generally  at  hand  to  keep  it  in,  at  a  temperature  of 
about  90'^  F.  In  a  private  house  it  should  be  kept  in  a  basket 
near  a  fire  and  with  hot- water  bottles  round  it.  It  should  be 
fed  every  hour  at  first,  giving  it  human  milk,  if  possible,  from 
the  very  first,  and  if  this  cannot  be  obtained  very  dilute  cow's 
milk  with  a  little  cream  and  sugar  added.  As  soon  as  it  can 
suck  put  it  to  the  breast. 


CHAPTEE  XL. 

OBSTETRIC  OPERATIONS  (Continued). 

Operations  Destructive  to  the  Child — Destructive  Operations  upon  the 
Head — Instruments —  Perforator — Cranioclast — Cephalotribe — Com- 
bined Instrument  of  Auvard — Basilyst — Craniotomy — Perforation — 
Embryotomy — Evisceration  —Spondylotomy — Decapitation. 

Operations  Destructive  to  the  Child. 

Within  recent  years,  since  Caesarian  section  and  symphysi- 
otomy have  become  comparatively  safe  operations,  destructive 
operations  upon  the  child  have  gradually  lessened  in  number. 
Some  authorities  state  that  a  destructive  operation  upon  a 
Hving  child  is  not  justifiable,  but  I  cannot  agree  with  them. 
For  instance,  cases  are  occasionally  brotight  into  hospital  after 
prolonged  eliforts  have  been  made  to  deliver  with  forceps.  The 
vagina  and  uterus  are  already  infected,  and  the  operation  of 
Caesarian  section  or  symphysiotomy  would  almost  assuredly 
result  in  sepsis  and  disaster.  The  child  might  be  saved,  but 
the  woman  would  stand  a  very  small  chance  of  recovery.  A 
destructive  operation  on  the  child  gives  the  mother  a  very  much 
better  chance  than  either  of  the  other  operations.  This  is  not 
theory,  but  is  the  result  of  a  large  experience.  When  the  child 
is  dead  it  goes  without  saying  that  it  should  be  broken  up  if  it 
cannot  be  delivered  entire. 

Destructive  operations  are  required  in  obstructed  labours, 
where  neither  Caesarian  section  nor  symphysiotomy  is  justi- 
fiable, e.g.,  with  a  dead  child,  with  a  live  child  where  frequent 
futile  efforts  have  been  made  to  deliver,  and  also  in  cases  where 
the  vagina  is  very  septic.  In  cases  of  hydrocephalus  and 
(543) 
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monsters,  the  mother  should  not  l)e  subjected  to  any  risk  in 
attempting  to  deliver,  so  if  there  is  any  obstruction  a  destruc- 
tive operation  should  be  done  at  once.  I  have  seen  more  than 
one  case  of  rupture  of  the  uterus  from  the  delivery  of  an  unper- 
f orated  hydrocephalic  head. 

Destructive  Operations  upon  the  Head. — In  many  cases, 
perforation  of  the  skull  and  evacuation  of  the  brain  or  fluid  in  a 
hydrocephalic  head  is  all  that  is  necessary.  In  some,  the  vault 
of  the  skull  must  be  crushed,  while  in  others  the  base  also  must 
be  dealt  with,  before  delivery  can  be  effected. 

Instruments. 

1.  Perforator. — There  are  a  number  of  forms  of  this  instru- 
ment,   but    Simpson's    is   one    of    the    best.       The    instrument 


86. ^Simpson's  perforator. 


should    be   sharp  at   the  point,  and  either  quite    straight,    or 
slightly  curved  on  the   flat. 

2.  The  Craniotomy  Forceps  or  Cranioclast.— The  instru- 
ment consists  of  two  separate  blades,  united  by  a  lock  similar 
to  the  British  lock  of  the  forceps,  or  a  pivot  and  slot,  and  with 
a  fixation  screw  at  the  end  of  the  handles.  Simpson's  instru- 
ment, without  the  fixation  screw,  is  of  very  Uttle  use.  The 
blades  should  be  curved  to  correspond  with  the  curve  of  the 
foetal  head,  and  the  outer  blade  should  be  serrated  on  its  con- 
cave, and  the  inner  blade  on  its  convex,  surface,  so  arranged 
that  when  the  instrument  is  locked  the  serrations  should  fit 
into   one   another.      The  outer  blade  is  fenestrated  and   the 


OBSTETRIC  OPERATIONS. 


545 


inner  solid.  A  long  instrument  should  always  be  selected,  as 
it  gives  greater  purchase.  It  may  be  used  to  break  up  the 
vault  and  also  to  make  traction. 


Fig.  87. — Braun's 

cranioclast. 

Cephalotribe, — This    is    a    very    powerful    instrument    for 
crushing  the  head.     The  blades  have  a  slight  pelvic  curve,  but 
Almost  no  cephalic  curve,  so  that  when  they  are  closed  there  is 
35 


546 


CLINIC  A  L  OBSTETRICS. 


very  little  space  between  them.  The  lock  is  the  same  as  that 
of  the  forceps,  and  at  the  end  of  the  handles  there  is  a  powerful 
screw  for  closing  the  blades.  The  blades  are  not  fenestrated, 
but  grooved  and  serrated.  Braxton  Hicks'  instrument  is  the 
best.  It  is  used  to  crush  the  head,  and  then  deliver  it  by 
traction. 


Fig.  39. — Auvard'sjcombined  iustrument.     Author's  modification. 


Combined  Instrument  of  Auvard. — This  instrument  con- 
sists of  three  blades.  The  inner  one  may  be  pointed  for  use  as 
a  perforator.  It  is  slightly  curved  and  serrated  on  its  convex 
aspect.  On  the  shank  of  this  blade  there  are  two  pivots,  one  on 
each  side,  on  which  slots  in  the  two  outer  blades  lock.  There 
are  also  two  hinged  bars  with  slots  in  them  which  fit  on  to 
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pivots  on  the  handles  of  the  two  outer  blades  to  fix  them, 
and  at  the  end  there  is  a  hinged 
screw  for  closing  each  blade 
as  it  is  adjusted.  The  outer 
blades  may  be  solid  or  fenes- 
trated, but  should  be  serrated. 
The  whole  instrument  is 
straight,  with  scarcely  any 
cephalic  curve.  Auvard's 
original  instrument  is  too 
short.  I  have  had  it  con- 
siderably lengthened,  and  have 
found  it  much  more  useful. 
Since  having  this  done  I 
have  seen  Winter's  modifica- 
tion, which  is  practically  the 

same    as    mine.       The    inner 
blade  is  passed  first,  after  the 

brain  has  been  evacuated,  then 

the  left  one,  which  should  lock 

behind,  and  finally  the   right 

one,  to  lock  in  front.     If  the 

outer  blades  get  a  good   grip 

they    will    completely   flatten 

the    head,    and    as    the    head 

elongates  it  will  rotate,  so  as 

to    bring    the    long    diameter 

into    the    transverse    at    the 

brim.     The    blades    will   now 

lie   antero-posteriorly,   and  as 

they    are    straight,    they    will 

allow    of    the    flattened    head 

being    di-agged    through     the 

brim.     The  instrument  is  a  little  troublesome    to  apply,    but 


Fig.  40.— Child  delivered  by 
the  combiDed  instrument. 
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after  a  little  practice  with  it,  I  have  found  it  the  most 
useful  of  all,  in  cases  of  badly  contracted  pelvis,  and  now 
use  nothing  else. 

Basilyst. — This  instrument  of  Professor  Simpson's  is  in- 
tended for  boring  into  and  breaking  up  the  base  of  the  skull. 
It  is  formed  into  a  tractor  by  adding  an  outside  blade  like  that 
of  a  cranioclast,  which  is  applied  to  the  outside  of  the  head,  and 
thus  enables  you  to  deliver.  The  inner  portion  consists  oftwo 
hinged  portions  which  end  in  a  screw.  It  may  be  used  to 
perforate  the  vault  with  first,  but  its  main  use  is  to  break  up 
the  base.     It  is  screwed  into  the  base,  and  then  the  parts  are 
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Fig.  41. — Simpson's  basilyst  tractor.     A,  Inner  portion  ;  B,  Outer  blade. 

separated,  by  means  of  a  screw  at  the  end  of  the  handle.  After 
the  base  is  broken  up,  the  outer  blade  is  applied,  and  screwed  up 
just  as  in  a  cranioclast,  to  enable  you  to  make  traction.  I  have 
had  a  fair  amount  of  experience  with  the  newest  form  of  the 
instrument,  which  is  certainly  an  improvement  on  the  older 
forms,  but  I  cannot  say  it  has  been  as  useful  as  the  combined 
instrument  just  described. 

Several  other  instruments  are  useful  in  operations  on  the 
head.  A  long  pair  of  bone  forceps  may  be  used  for  nipping 
off  any  sharp  spicules  which  may  protrude  through  the  scalp. 
A  crotchet  is  used  for  making  traction.     For  clearing  out  the 
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brain  an  ordinary  douche  nozzle  may  be  used,  or  a  flushing 
curette. 

Craniotomy.  —  Prepare  the  patient  in  the  usual  way,  by 
cleansing  the  external  parts,  and  scrubbing  the  vagina  out  with 
lysol  solution. 

Perforation. — The  patient  may  lie  on  her  left  side,  but  it  is 
better  to  have  her  in  the  lithotomy  position  with  the  legs  well 
supported.  The  os  must  be  dilated  as  fully  as  possible.  Pass 
the  fingers  of  the  left  hand  into  the  vagina,  until  their  tips  rest 
against  the  head.  The  perforator,  which  is  closed,  is  grasped 
in  the  right  hand,  and  passed  along  the  palm  of  the  left  hand, 
until  the  point  of  it  comes  against  the  centre  of  the  presenting 
part  of  the  head.  You  must  carefully  guard  its  sharp  edges  so 
as  not  to  cut  the  vaginal  wall  while  passing  it.     Press  it  firmly 
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Fig.  42. — Crotchet  and  blunt  hook. 

against  the  head,  first  through  the  scalp  and  then  through  the 
bone,  being  careful  not  to  allow  it  to  slip.  A  blunt  instrument 
will  be  liable  to  slip,  so  the  point  should  always  be  sharp.  If 
the  bone  is  hard,  a  considerable  amount  of  force  may  be  re- 
quired. An  assistant  should  keep  the  head  firmly  pressed 
against  the  brim  through  the  abdominal  wall.  When  the 
instrument  has  passed  in  up  to  the  shoulder,  separate  the  points 
of  it  by  drawing  back  the  spring  and  closing  the  handles.  This 
should  be  done  first  in  the  transverse  of  the  pelvis.  Now  close 
the  instrument  and  rotate  it,  and  open  it  again  in  the  antero- 
posterior diameter  of  the  pelvis.  Close  it  again  and  push  it  on 
and  break  up  the  base  of  the  brain  very  thoroughly,  so  as  to 
kill  the  child  and  allow  of  easy  evacuation  of  the  brain.  I  need 
hardly  say  it  is  important  to  effectually  destroy  the  child  before 
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it  is  delivered.  The  tenacity  of  life  is  extraordinary.  I  have 
seen  indications  of  life  in  a  child  where  the  brain  had  apparently 
been  all  removed,  and  the  head  had  been  crushed  with  the  com- 
bined instrument.  The  perforator  should  be  withdrawn  closed, 
and  carefully  guarded.  Some  operators  advise  avoiding  the 
sutures  or  fontanelles  in  perforating,  but  this  is  of  little  impor- 
tance. Select  the  most  accessible  point.  In  perforating  an 
after-coming  head,  behind  an  ear  may  be  selected,  or  in  some 
cases  under  the  chin,  or  through  the  roof  of  the  mouth. 

It  is  always  well  to  clear  the  brain  out  as  thoroughly  as 
possible,  and  this  can  easily  be  done  with  the  douche.  The 
ordinary  nozzle  or  a  flushing  curette  may  be  used. 

In  many  cases  delivery  can  now  be  effected  by  forceps,  or  in 
breech  cases  by  traction  on  the  body,  but  in  bad  cases  of 
obstruction,  the  head  will  have  to  be  diminished.  This  may  be 
done  by  craniotomy  forceps.  The  inner  blade  is  passed  into 
the  cavity  of  the  skull  and  the  outer  under  the  scalp,  between  it 
and  the  bone  if  possible,  and  the  bone  is  then  twisted  off, 
leaving  the  scalp  to  prevent  sharp  edges  lacerating  the  vagina. 
In  many  cases  the  cranioclast  is  applied  at  once.  The  inner 
blade  is  passed  into  the  skull  and  the  outer  applied  over  the 
head,  and  then  locked  and  screwed  up  tight.  You  now  make 
steady  traction  in  the  axis  of  the  pelvis,  being  careful  to  feel 
that  there  are  no  sharp  spicules  of  bones  projecting  beyond  the 
scalp.  If  there  are  any  spicules  they  must  be  twisted  off,  or 
severe  injury  may  be  done  to  the  vagina.  The  head  will  tilt 
and  usually  come  down,  but  if  there  is  great  contraction  it  is 
better  to  crush  the  head,  or  break  up  the  base  by  means  of  the 


The  combined  instrument  I  have  found  the  most  useful. 
After  the  brain  is  evacuated,  pass  the  inner  blade  well  in,  then 
pass  the  left  one  over  the  side  of  the  head  and  lock  it  behind, 
and  screw  it  up  until  the  hinged  bar  can  be  locked  on  to  its 
pivot.      Next  pass  the  right   blade  over  the  other  side  of  the 
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head  and  lock  it  on  the  front  pivot.  Then  swing  the  screw 
round  and  screw  the  handle  home,  until  the  hinged  bar  can  be 
locked  on  to  its  pivot.  As  the  head  flattens  it  v^Lll  rotate,  so  that 
the  locked  instrument  will  lie  in  the  conjugate.  Traction 
should  now  be  made  in  the  axis  of  the  pelvis.  If  a  good  grip 
has  been  got  of  the  head  it  will  come  through  with  surprising 
ease.  The  advantage  this  instrument  has  over  the  ordinary 
cephalotribe  is,  that  it  is  hghter,  and  as  it  is  straight  it  allows 
of  the  head  rotating,  and  being  deHvered  with  its  elongated 
diameter  in  the  transverse  of  the  brim. 

The  ordinary  cephalotribe  is  applied  to  the  head  just  as  the 
blades  of  the  forceps  are,  and  it  is  then  screwed  up  so  as  to 
crush  the  skull.  Delivery  is  then  effected  by  traction,  as  with 
forceps.  The  crotchet  is  a  useful  instrument  to  make  traction 
with  by  hooking  it  into  some  part  of  the  skull,  only  care  must 
be  taken  to  guard  against  its  tearing  out  and  lacerating  the 
maternal  parts  or  the  palm  of  your  own  hand.  It  may  be  used 
alone,  or  in  combination  with  any  of  the  other  instruments. 

Care  must  be  taken  to  prevent  laceration  of  the  vagina  by  the 
edges  of  the  bones,  but  if  the  scalp  covers  them  well  there  will 
not  be  much  risk.  The  fingers  of  one  hand  should  always  be 
kept  against  the  bones  to  feel  if  any  sharp  point  projects. 

When  the  head  is  delivered  there  may  be  some  difficulty  in 
getting  the  chest  through.  This  may  be  overcome  by  cutting 
through  one  or  both  clavicles,  and  if  necessary  perforating  the 
chest.  The  clavicles  may  be  cut  by  means  of  a  pair  of  long 
scissors.  Cutting  the  clavicles  has  recently  been  advocated  in 
Germany  under  the  name  of  cleidotomy.  The  name  is  the  only 
new  thing  about  the  operation. 

Embryotomy. 

In  impacted  transverse  cases  the  body  or  neck  of  the  child 
is  the  part  which  can  be  reached  and  must  be  attacked. 
Again,  in  cases  where   the  chest   or   abdomen   is  very  much 
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enlarged,  either  by  new  growths,  dropsy,  or  gas,  a  destructive 
operation  will  be  required. 

1.  Evisceration. — An  opening  is  made  into  the  most  acces- 
sible part  of  the  abdomen  or  chest  by  means  of  the  perforator 
or  a  pair  of  scissors,  and  the  contents  removed.  If  the  head  is 
still  in  utero  it  should  be  perforated,  after  the  body  has  been 
delivered,  if  it  will  not  come  through  easily. 


Pig.  43. — Ramsbotham's  decapitating  hook. 

2.  Spondylotomy. — ^In  a  transverse  case,  besides  eviscer- 
ation, it  will  probably  be  necessary  to  cut  through  the  spine  to 
allow  of  the  foetus  being  easily  doubled  up.  This  may  be  done 
with  strong  scissors. 

3.  Decapitation. — In  impacted  transverse  cases  when  the 
neck  is  within  reach  it  should  be  divided.  This  may  be  done 
by  means  of  a  blunt  hook  or  bv  Ramsbotham's  sickle  hook. 


^ 


Fig.  4i. — Blunt  decapitating  hook. 

Scissors  or  an  ecraseur  may  be  used.  The  blunt  hook  is  used 
by  twisting,  and  considerable  force  will  be  required.  Eams- 
botham's  hook  will  cut  through  the  neck  quite  easily.  Care 
must  be  taken  not  to  injure  the  maternal  parts  in  passing  it. 
When  it  is  once  fairly  round  the  neck  steady  and  careful  traction 
should  be  made,  and  it  will  cut  through  the  tissues  without 
difficulty. 
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After  the  neck  is  severed,  the  body  can  be  brought  away  by 
traction  on  the  arm.  The  head  must  then  be  deUvered  by 
suprapubic  pressure,  with  traction  applied  by  the  crotchet  or 
forceps.  It  may  be  necessary  to  perforate  it  and  use  the 
cranioclast. 

Except  in  the  case  of  locked  twins,  decapitation  should  never 
be  done  after  the  body  is  born,  as  it  is  sometimes  very  difficult 
to  deal  with  the  retained  head,  especially  if  the  pelvis  be 
contracted. 

Embryotomy  may  be  a  comparatively  easy  operation,  or  it 
may  be  one  of  the  most  difficult  imaginable,  as  the  following 
case  will  illustrate. 

Mrs.  M.,  xiii.-para,  aet.  forty  years,  was  brought  into  hos- 
pital in  a  very  exhausted  condition.  Her  former  labours  had 
always  been  easy,  but  her  pelvis  was  slightly  contracted.  She 
stated  that  she  was  quite  sure  that  she  had  gone  fully  a  month 
over  full  time.  We  got  no  history  from  the  medical  men  who 
had  been  attending  her,  but  the  friends  stated  that  two  doctors 
had  tried  for  a  couple  of  hours  to  dehver  her,  but  had  failed. 
One  leg  was  down,  the  foot  protruding  at  the  vulva.  We  after- 
wards learned  that  the  attendant  had  found  an  anencephalic 
head  presenting,  and  had  turned,  but  could  only  get  one  leg 
down.  With  considerable  difficulty  I  got  the  other  leg  down, 
and  expected  that  there  would  be  no  more  difficulty,  but  we 
found  no  amount  of  traction  would  bring  the  pelvis  of  the  child 
through.  As  the  two  thighs  completely  filled  the  vagina,  I  had 
to  remove  one  of  them  to  get  at  the  body,  to  break  it  up.  We 
literally  had  to  break  the  body  bit  by  bit  and  remove  it,  and 
the  head  had  to  be  treated  in  the  same  way.  When  we  reached 
the  head  we  discovered  the  anencephalic  condition.  It  was 
the  most  difficult  operation  I  have  ever  undertaken.  The  child 
had  evidently  been  very  large.  The  patient  died  from  shock, 
and  at  the  post-mortem  examination  her  heart  was  found  so 
dilated  and  fattv  that  it  was  a  wonder  she  had  not  died  under 
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the  anaesthetic.  I  do  not  think  she  woulrl  have  survived  if  I 
had  done  Caesarian  section,  but  if  I  had  known  what  was  before 
me  I  never  would  have  attempted  deUvery  through  the  natural 
passages.  If  version  had  not  been  done,  the  embryotomy  might 
have  been  much  more  easily  performed,  as  the  legs  so  blocked 
the  passage  that  there  was  no  room  to  work. 


CHAPTEE  XLI. 

OBSTETRIC  OPERATIONS  (Continued). 

Symphysiotomy — Dangers  of  the  Operation — Indications  for  the  Opera- 
tion— Preparation  of  the  Patient — The  Open  Method — Subcutaneous 
Method. 

Caesarian  Section  —  Time  of  Operation  —  Preparations  —  Instruments  — 
Opening  the  Abdomen — Uterine  Incision — Removal  of  the  Uterus — 
Porro's  Operation — Extirpation  of  the  Uterus — Risks  to  the  Patient 
in  the  Ordinary  or  Modified  Operations — Shock — Sepsis — Subsequent 
Dangers — Post-mortem  Cfesarian  Section. 

Symphysiotomy. 

The  operation  of  opening  the  symphysis  was  devised  by  Sigault 
more  than  a  century  ago,  but  as  antiseptics  were  then  unknown, 
the  results,  as  regards  the  mothers,  were  exceedingly  bad,  and 
the  procedure  was  abandoned.  Within  recent  years  it  has 
been  revived,  first  in  Italy  and  then  in  France.  In  Britain  it 
has  been  done  fairly  often  of  late,  but  it  has  not  been  so 
enthusiastically  taken  up  as  on  the  Continent.  With  proper 
care  it  can  be  done  with  a  very  small  mortality,  and  in  suitable 
cases  it  certainly  should  be  preferred  to  craniotomy  on  a  living 
child.  As  it  does  not  prevent  subsequent  child-bearing,  it  may 
be  done  repeatedly  on  the  same  patient,  but  in  many  cases  it 
has  been  found  that,  in  subsequent  labours,  the  slight  increase 
in  the  size  of  the  pelvis  and  the  yielding  at  the  joint  will  allow 
of  dehvery  by  natural  efforts  or  by  means  of  forceps. 

It  is  a  suitable  operation  with  a  conjugata  vera  of  not  below 
3  in.,  provided  that  the  head  is  not  disproportionately  large. 
(555) 
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It  may  be  done  in  a  2|  in.  pelvis  if  the  head  is  small,  but  such 
cases  are  more  suitable  for  Caesarian  section.  Its  range  of 
practicability  is  thus  the  same  as  that  of  induction  of  labour. 
Of  course,  if  the  case  has  gone  to  full  time,  induction  is  out  of 
the  question,  but  if  the  woman  is  seen  in  time,  and  there  is  a 
reasonable  chance  of  getting  a  live  child  at  the  eighth  month, 
induction  should  frequently  be  preferred. 

Dangers  of  the  Operation. — If  the  bones  are  too  widely 
separated  there  is  great  risk  of  laceration  of  the  soft  parts, 
including  the  urethra  and  bladder,  and  the  bleeding  may  be 
very  severe  from  the  plexuses  of  veins  which  are  usually 
varicose.  Again,  the  sacro-iliac  synchondrosis  may  be  injured 
and  the  woman  permanently  lamed.  In  some  cases,  the  union 
between  the  ends  of  the  bones  has  not  been  strong  enough,  and 
walking  has  been  interfered  with.  Sepsis  is  always  a  very 
real  danger,  because,  from  the  situation  of  the  wound,  it  is 
difficult  to  guard  against  it.  The  difficulty  of  nursing  the 
patients  is  a  very  great  drawback,  as  no  movement  can  be 
allowed  until  union  has  occurred. 

Indications  for  the  Operation. — The  child  should  be  ahve 
and  the  head  not  much  overlapping  the  symphysis,  so  that 
there  will  be  a  reasonable  chance  of  getting  the  child  deUvered 
without  separating  the  bones  too  far.  If  attempts  have  been 
made  to  dehver  by  forceps,  and  the  vagina  is  septic,  there  will 
be  great  risk  to  the  patient.  The  cervix  should  be  sufficiently 
dilated  to  allow  of  delivery  without  risk  of  laceration. 

Preparation  of  the  Patient. — The  external  parts  must  be 
shaved  and  rendered  as  aseptic  as  possible.  The  bladder  and 
rectum  should  both  be  thoroughly  emptied,  and  the  vagina  well 
douched  and  cleansed.  When  the  os  is  dilated  sufficiently  to 
allow  of  delivery,  the  operation  should  be  done  at  once. 

The  Open  Method. — Instruments  required  :  A  strong, 
narrow-bladed  bistomy,  a  director,  a  number  of  pressure  and 
artery  forceps,  a  bladder  sound,  large,  curved  needles  and  a 
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holder,  catgut,  silkworm  gut,  axis-traction  forceps,  a  long  strip 
of  rubber  plaster. 

The  patient  should  lie  upon  her  back.  Cut  directlj^  down 
upon  the  joint,  and  extend  the  incision  a  Httle  above  the  top  of 
the  symphysis,  to  allow  you  to  separate  the  parts  behind  the 
joint  from  above.  Place  a  sound  in  the  urethra  to  keep  it  to 
one  side.  You  may  now  cut  down  through  the  joint,  taking 
care  to  sever  all  the  ligaments,  especially  the  subpubic  one. 
The  joint  should  gape  a  little,  but  the  bones  do  not  spring 
apart  more  than  half  an  inch.  All  bleeding  points  should  be 
secured  with  pressure  forceps,  and  tied  if  necessary.  Take  the 
sound  out  of  the  urethra  and  get  an  assistant  to  apply  forceps 
to  the  head.  Delivery  should  be  done  slowly  in  the  Walcher 
position.  As  traction  is  being  made  the  pelvic  bones  should 
he  firmly  grasped,  to  prevent  the  joint  opening  too  far.  The 
bladder  will  protrude  through  the  opening.  In  my  first  case 
the  bones  were  separated  quite  4  in.,  but  this  is  too  great  an 
opening.  Tearing  of  the  anterior  vaginal  wall  is  very  liable  to 
occur.  When  the  child  is  born  the  bladder  should  be  pushed 
back,  and  the  end  of  the  bones  brought  as  closely  together  as 
possible  by  compressing  the  pelvis.  Stout  catgut  stitches  may 
be  put  through  the  capsule  of  the  joint  a:id  periosteum  of  the 
iDones,  to  keep  them  together.  The  soft  parts  are  then  closed  by 
silkworm  gut  sutures.  If  there  has  been  any  tearing,  the  bleed- 
ing may  be  very  profuse,  as  the  plexuses  of  veins  are  usually 
varicose.  In  my  third  case  this  occurred,  and  I  had  to  tie  a  very 
large  number  of  bleeding  points,  and  finally  to  plug  the  parts 
behind  the  symphysis  with  a  strip  of  iodoform  gauze.  To  keep 
the  bones  in  position  apply  a  broad  strip  of  rubber  plaster 
round  the  pelvis,  and  then  a  firm  binder  after  the  superficial 
w^ound  has  been  dressed.  The  patient  should  lie  upon  her 
back,  with  sandbags  at  either  side  to  keep  her  perfectly  still. 
The  urine  will  requu'e  to  be  drawn  off  at  regular  intervals. 
The    nursing   of    these   patients   is   always   very   troublesome, 
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especially  if  there  has  been  any  tearing  of  the  vagina  requiring 
plugging. 

The  patient  should  be  kept  at  perfect  rest  for  about  four 
weeks,  to  allow  of  good  filirous  union  between  the  ends  of  the 
bones. 

Subcutaneous  Method  as  described  by  Herman. 

A  sharp-pointed  tenotomy  knife  is  pressed  through  the  mucous 
membrane,  opposite  the  middle  of  the  symphysis  pubis.  When 
the  knife  has  penetrated  the  joint,  cut  downwards,  until  you 
reach  and  divide  the  ligamentum  arcuatum.  Then  turn  the 
blade  and  divide  the  upper  half  of  the  joint.  When  all  the 
fibres  are  divided  the  bones  will  at  once  spring  about  half  an 
inch  apart. 

Delivery  is  then  effected  by  forceps,  as  in  the  open  method, 
and  the  subsequent  treatment  is  the  same. 

This  operation  seems  an  exceedingly  simple  one,  but  I  have 
had  no  experience  of  it.  Judging  from  the  difficulty  I  have 
experienced  in  cutting  through  the  symphysis  from  above,  I 
should  say  that  to  do  this  subcutaneously  will  not  be  quite  so 
easy  as  the  description  would  lead  one  to  suppose.  In  my 
first  case  there  was  a  decided  bend  in  the  joint,  and  to  have 
divided  it  subcutaneously  would  have  been  very  difficult,  if  not 
impossible. 

Ayer's  subcutaneous  method  as  practised  by  Buist  differs 
from  this.  An  incision  is  made  near  the  clitoris,  and  a  director 
passed  up  in  front  of  the  joint.  A  pi'obe-pointed  bistoury  is 
now  inserted  and  the  joint  severed,  the  urethra  being  kept  out 
of  the  way  by  means  of  a  sound.  If  there  is  much  bleeding 
after  delivery,  the  cavity  is  plugged  with  a  strip  of  iodoform 
gauze.  Buist  has  got  very  good  results  from  this  operation. 
He  has  performed  it  twice  on  the  same  patient. 

I  have  performed  the  open  operation  four  times  with  suc- 
cess. In  the  third  case  the  child  was  lost.  Before  dehvery 
the  foetal  heart  was  showing  signs  of  failure,  and  the  pressure 
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was  too  great  for  the  enfeebled  child.  The  first  case  did  not 
make  a  quick  recovery,  as,  in  spite  of  repeated  warnings,  she 
sat  up  in  bed  on  the  fifth  day  and  septic  infection  of  the  wound 
occurred.  She  ultimately  recovei-ed,  and  two  years  later  I 
delivered  her  of  a  full  time  8  lb.  child  by  means  of  forceps  in 
the  Walcher  position.  The  union  between  the  symphysis  did 
not  break,  and  she  was  able  to  leave  the  hospital  ten  days  after 
delivery.  In  the  second  case,  there  was  very  great  oedema  of 
the  vulva  for  some  days  after  the  operation.  In  the  third,  the 
bleeding  was  most  profuse  and  we  had  to  plug  the  space  behind 
the  symphysis.  It  slowly  granulated  up  and  made  the  con- 
valescence rather  long.  The  child  was  stiU-born.  All  these 
patients  could  walk  quite  well  when  they  left  the  hospital. 

Ca;sARiAN  Section. 

This  is  a  very  old  operation,  but  it  is  only  within  recent 
years  that  it  has  become  comparatively  safe  for  the  mother. 
With  proper  aseptic  precautions  it  can  now  be  done  in  suitable 
cases,  with  every  prospect  of  success. 

Indications  for  its  Performance. — The  absolute  indications 
are  pelvic  deformities,  and  solid  tumours  of  the  pelvis,  or  of  any 
of  the  pelvic  organs,  which  prevent  delivery  by  the  natural  pas- 
sages. When  the  passage  is  narrowed  to  2i  in.  or  less,  there  is 
no  chance  of  getting  a  live  child  through,  and  a  craniotomy  is 
very  dangerous  to  the  mother.  Through  a  space  of  2|  in.  it  is 
possible  to  deliver  a  small  child  alive,  but  the  probabihty  of  its 
surviving  is  not  great.  In  such  a  case  a  craniotomy  could  be 
done  without  very  much  risk  to  the  mother,  but  it  would,  of 
course,  be  fatal  to  the  child.  The  unborn  babe  has  its  rights 
as  well  as  the  mother,  and  they  should  be  considered,  though 
always  subordinated  to  the  mother's  rights.  In  many  cases 
with  the  conjugate  considerably  above  2f  in.,  the  opei-ation  is 
perfectly  justifiable,  where  the  head  of  the  child  is  relatively 
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large.  This  is  especially  the  case  in  generally  contracted  pelves. 
In  such  cases  a  man  accustomed  to  abdominal  surgical  work 
would,  in  all  probability,  select  Caesarian  section  when  the  child 
was  alive  and  the  mother  in  good  condition,  while,  on  the  other 
hand,  a  general  practitioner,  unaccustomed  to  surgical  opera- 
tions, would  probably  do  well  to  perform  craniotomy  even  on  a 
live  child.  The  conditions  under  which  the  operation  is  justi- 
fiable have  all  been  referred  to  in  dealing  with  Obstructed 
Labours.  It  has  been  recommended  in  cases  of  unavoidable 
haemorrhage  and  also  in  eclampsia,  but  for  these  conditions 
alone  I  do  not  think  it  should  be  done.  If  they  were  compli- 
cated with  a  contracted  pelvis  or  a  solid  tumour,  then  one  might 
be  forced  to  perform  it. 

In  cases  of  obstruction  from  a  tumour  one  can  deal  with  the 
tumour,  at  the  same  time  removing  it,  alone,  or  along  with  the 
uterus.  In  cases  of  osteomalacia  the  disease  can  be  checked  by 
removing  the  ovaries  alone,  or  the  uterus  as  well.  The  question 
of  sterilising  the  patient  arises.  This  can  easily  be  done  by 
tying  the  tubes  in  two  places  and  cutting  between  the  ligatures. 
Tying  the  tubes  in  a  single  place  cannot  be  depended  upon. 
This  will  in  no  way  interfere  with  the  menstrual  functions,  but 
will  effectually  prevent  future  pregnancies.  The  ovaries  may 
be  removed  or  the  entire  uterus,  but  I  do  not  think  this  should 
be  done  merely  for  the  purpose  of  sterilising  the  patient.  If 
the  uterus  is  infected  it  certainly  should  be  removed,  lest  the 
patient  die  of  septicaemia,  but  in  all  cases  in  which  the  uterus 
is  quite  healthy  I  think  it  should  be  left.  I  cannot  agree  with 
Herman  that  "  except  for  child-bearing  the  uterus  is  useless  ; 
it  is  liable  to  disease,  and  it  menstruates,  which  is  a  monthly 
illness  ".  A  woman  with  her  internal  organs  of  generation 
removed  is  ill-fitted  to  fulfil  her  functions  in  Hfe.  The  question 
of  sterilisation  of  the  patient  is  a  very  difficult  one  to  decide  in 
cases  of  contracted  pelves.  I  have  always  explained  the  matter 
to  the  patient  and  the  husband,  and  have  invariably  found  they 
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were  both,  especially  the  woman,  most  anxious  to  have  it  done. 
With  a  single  woman  it  is,  in  one  way,  an  even  more  serious 
question,  because  if  she  knows  that  she  cannot  again  become 
pregnant,  she  may  afterwards  recklessly  follow  evil  courses. 
Such  cases  should  be  left  non-sterilised. 

In  future  pregnancies  there  is  some  risk  of  spontaneous  rup- 
ture of  the  uterus,  but  this  is  not  very  great.  The  operation 
may  be  performed  repeatedly  on  the  same  patient,  but  there 
would  probably  be  slightly  more  risk  in  subsequent  operations 
than  in  the  first. 

Time  of  Operation.— Some  operators  prefer  waiting  until 
the  actual  labour  has  begun,  but  this  is  not  necessary.  If 
possible,  the  patient  should  be  under  observation  and  preparation 
a  week  or  so  before  full  time.  As  soon  as  the  cervix  is  taken 
up,  and  the  os  will  admit  a  finger,  one  can  select  a  suitable  time 
and  operate.  If  labour  has  come  on,  the  sooner  the  operation 
is  done  the  better  for  the  patient,  as  she  will  be  spared  the 
suffering  and  exhaustion  of  prolonged  labour.  It  is  better  to 
operate  before  the  membranes  have  ruptured,  and  they  should 
never  purposely  be  ruptured  beforehand,  as  is  sometimes 
advised. 

Preparations. — The  patient  should  be  prepared  in  exactly 
the  same  way  as  for  an  ordinary  abdominal  section.  The 
position  of  the  child  should  be  ascertained  by  abdominal  pal- 
pation, and  one  should  also  make  sure  that  it  is  alive.  The 
bladder  should  be  emptied  and  the  vagina  thoroughly  cleansed. 
Before  making  the  abdominal  incision,  the  skin,  which  has 
already  been  cleansed  and  sterilised,  should  be  very  thoroughly 
swabbed  with  turpentine,  methylated  spirits,  and  carbolic  lotion. 

There  should  be  one  chief  assistant,  one  for  the  anaesthetic, 
one  for  instruments,  one  to  take  the  child,  and  another  for  the 
sponges. 

Instruments. — A  sharp  and  probe-pointed  bistoury,  scissors, 
dissecting  forceps,  a  dozen  pressure  forceps,  a  broad  directoi-, 
36 
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three  dozen  long  straight  needles,  threaded  two  on  each  uterine 
suture  ;  two  aneurism  needles,  -threaded  with  sterilised  silk,  for 
tying  the  tubes  if  necessary  ;  a  half -curved  needle,  threaded 
with  catgut,  for  stitching  the  abdominal  peritoneum  ;  and  silk- 
worm gut  sutures  for  the  abdominal  wound.  For  controlling 
the  haemorrhage  during  the  uterine  incision,  an  ordinary  large 
vulcanite  pessary,  as  recommended  by  Cameron,  is  most  useful. 
The  uterine  sutures  may  be  silk,  catgut,  or  celluloid  thread. 
No  matter  how  well  the  silk  is  sterilised,  there  is  great  likeli- 
hood of  it  working  its  way  out,  either  through  the  abdominal 
cicatrix,  the  bladder,  or  vagina.  It  may  he  quiescent  for  months 
and  then  give  trouble.  I  have  had  silk  sutm'es  come  out 
upwards  of  a  year  after  the  operation,  apparently  as  fresh  as 
when  they  were  put  in.  When  silk  sutures  make  their  way 
into  the  bladder,  calculi  are  liable  to  form  on  them.  Catgut  has 
the  advantage  that  it  will  be  quickly  absorbed,  but  the  difficult}^ 
of  sterilising  it  is  very  great,  and  if  the  patient  becomes  the 
least  septic  it  will  soften  at  once,  and  allow  the  wound  to  gape. 
I  have  now  used  the  celluloid  thread  on  several  occasions 
with  excellent  results,  and  prefer  it.  It  is  said  to  absorb,  but 
of  this  I  am  not  sure.  At  all  events  in  none  of  the  cases  has 
it  given  any  trouble. 

Sponges  made  of  gauze  and  thoroughly  sterihsed  are  the  safest. 
I  use  them  only  once,  so  about  forty  are  prepared. 

Opening  the  Abdomen. — An  incision  about  5  in.  long  is 
made  in  the  middle  line,  as  high  as  possible,  with  about  three- 
quarters  of  it  above  the  umbilicus.  The  bleeding  points  should 
be  secured  with  pressure  forceps.  Then  open  the  peritoneum 
to  the  full  extent  of  the  wound.  The  hand  should  now  be 
passed  in  to  feel  how  the  uterus  lies.  It  will  usually  be  found 
rotated,  so  that  the  middle  line  does  not  lie  in  the  centre  of  the 
abdominal  wound.  Straighten  the  uterus,  and  place  a  large 
sponge  at  either  side  of  it,  to  prevent  blood  or  Hquor  amnii  getting 
into  the  peritoneal  cavity. 
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Uterine  Incision. — This  may  be  made  longitudinally  in  the 
middle  line,  as  high  as  possible,  so  as  to  avoid  the  lower  uterine 
segment,  or  transversely  across  the  top  of  the  fundus.  I  do  not 
think  the  transverse  fundal  incision  possesses  any  advantages 
over  the  longitudinal  one.  Press  the  pessary  down  firmly  on 
the  uterus,  the  assistant  holding  one  side  while  you  hold  the 
other,  then  cut  through  the  wall  quickly.  If  the  placenta  does 
not  lie  beneath,  the  pessary  will  allow  the  incision  to  be  made 
almost  bloodlessly.  The  membranes  will  bulge  into  the  incision. 
Eemove  the  pessary  and  quickly  complete  the  incision  upwards, 
with  a  probe-pointed  bistoury,  for  from  4  to  4|  in.  If  you  have 
come  down  on  to  the  placenta  you  will  cut  into  it,  but  you  do 
not  require  to  cut  through  it.  Finish  your  incision  in  the  same 
way.  Now  quickly  pass  your  hand  into  the  uterus  and  grasp 
a  knee  or  foot,  and  turn  the  child  out.  Some  operators  advise 
removing  the  child  head  first,  but  in  doing  this  you  will  be  very 
likely  to  tear  the  lower  part  of  the  w^ound.  I  have  never  seen 
the  wound  contract  and  grasp  the  head.  The  child  can  be  so 
quickly  turned  out  that  there  is  no  risk  of  this  happening.  The 
incision  of  the  uterus  and  delivery  of  the  child  should  occupy 
only  about  one  minute.  As  soon  as  the  child  is  turned  out,  the 
assistant  should  grasp  the  uterus  and  bring  it  forwards.  The 
placenta  and  membranes  are  usually  expelled  at  once,  and  if 
they  are  adherent  they  must  be  stripped  off.  Make  sure  the 
uterus  is  completely  emptied.  The  edges  of  the  wound  are  now 
rolled  out,  and  bleeding  controlled,  by  the  assistant  grasping  the 
uterus  at  each  side  of  the  wound  between  the  fingers  and  thumbs. 
His  right  hand  will  grasp  the  upper  half  and  his  left  the  lower. 
An  attendant  should  take  the  child  at  once,  tie  the  cord,  and  get 
breathing  estabhshed.  Very  many  of  the  children  are  born 
asphyxiated,  and  artificial  respiration  is  usually  necessary. 
The  deep  uterine  stitches  should  at  once  be  passed.  Begin  at 
the  centime  of  the  incision  and  pass  them  from  within,  including 
the  muscular  and  peritoneal  layer,  Iwt  not  the  mucous.   With  two 
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Straight  needles  on  each  suture  they  can  be  very  quickly 
Place  them  about  ?;  of  an  in.  apart.  When  they  are  all  passed, 
sponge  the  edges  of  the  wound  clean,  compress  the  uterus  with 
hot  sponges  to  cause  it  to  contract,  and  then  tie  the  sutures 
tight.  Some  operators  advise  a  superficial  layer  of  sutures  for 
the  peritoneum,  but  this  is  not  necessary,  except  in  a  few  places 
where  the  peritoneum  has  not  come  close.  Cut  the  sutures  short 
and  compress  the  uterus  between  hot  sponges  if  it  is  not  well 
retracted.  If  the  patient  is  to  be  sterilised,  the  tubes  should 
then  be  tied  and  cut.  The  veins  in  the  broad  ligaments  will 
generally  be  found  varicose,  so  care  must  be  taken  not  to 
puncture  one  of  them  in  passing  the  ligatures.  The  peritoneal 
toilet  should  then  be  completed,  and  the  abdominal  wound  closed, 
by  stitching  the  peritoneal  layer  with  a  continuous  catgut  suture, 
and  silkworm  interrupted  sutures  for  the  remaining  layers.  The 
wall  is  usually  so  thin  that  it  will  be  impossible  to  do  it  in  three 
layers.  The  usual  dressing  is  applied  and  a  firm  binder.  Any 
clots  in  the  vagina  should  he  cleared  out.  No  drainage  tube  of 
any  kind  should  be  placed  in  the  cervix.  Neither  should  the 
interior  of  the  uterus  have  been  swabbed  out  unless  the  mem- 
branes or  placenta  had  been  adherent.  The  less  the  interior  of 
the  uterus  has  been  touched  the  better. 

The  after-treatment  of  the  patient  is  exactly  the  same  as 
after  any  abdominal  section.  If  she  has  much  pain,  she  may 
be  given  a  small  dose  of  morphia  hypodermically.  The  urine 
should  be  drawn  off  in  six  hours  or  so,  and  she  should  be  given 
sips  of  hot  water  from  time  to  time  to  allay  thirst.  The  bowels 
should  be  moved  within  forty-eight  hours,  by  calomel  and  a 
sahne.  If  her  pulse  keeps  high  the  outlook  is  bad,  even 
although  the  temperature  does  not  rise  much,  but  if  the  pulse 
keeps  low  you  need  not  be  alarmed,  even  although  her  temper- 
ature should  rise  two  or  three  degrees.  If  the  first  forty-eight 
hours  are  passed  without  any  bad  indications,  and  the  bowels 
have  been  moved,  there  will  probably  be  no  further  cause  for 
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anxiety.  The  abdominal  stitches  should  be  taken  out  in  ten  or 
twelve  days.  If  the  patient  is  able,  she  may  be  allowed  to 
nurse  her  child.  She  should  be  kept  in  bed  for  about  four 
weeks,  and  before  she  is  allowed  up  she  should  be  fitted  with 
an  abdominal  belt,  which  she  should  w^ear  for  at  least  some 
months.  When  the  uterus  is  involuted,  it  wull  usually  be 
found  to  be  more  or  less  adherent  to  the  back  of  the  abdominal 
scar. 

Removal  of  the  Uterus. — This  may  be  necessary  in  certain 
cases,  as  when  there  is  a  tumour  of  the  uterus,  fibroid  or  malig- 
nant ;  when  the  uterus  is  infected,  as  when  attempts  at  delivery 
have  been  made  by  forceps  without  strict  aseptic  precautions  ; 
and  in  cases  of  osteomalacia.  Precisely  the  same  operation 
may  be  done  in  cases  of  rupture  of  the  uterus.  I  again  repeat 
that,  except  in  cases  of  osteomalacia,  the  operation  should  not 
be  done,  unless  one  feels  sure  it  will  lessen  the  risk  for  the 
patient. 

Porro's  Operation. — The  first  part  of  the  operation,  up  to 
the  delivery  of  the  child,  is  exactly  the  same  as  already  described, 
only  the  abdominal  incision  should  be  made  principally  below 
the  umbilicus.  The  uterus  is  then  turned  out  of  the  abdomen 
and  the  cervix  secured  in  the  lower  angle  of  the  wound  by  a 
serjr  noeud  and  pins.  The  uterus  is  then  cut  away,  the  abdom- 
inal toilet  completed,  and  the  wound  closed,  leaving  the  secured 
stump  of  the  cervix  protruding  at  the  lower  angle.  The  part 
beyond  the  clamp  is  killed  and  sloughs  off.  It  is  very  difficult 
to  keep  it  aseptic,  and  the  pressure  of  the  clamp  causes  con- 
siderable discomfort  to  the  patient.  A  hernia  is  very  apt  to 
form  at  the  lower  end  of  the  wound,  as  this  part  is  natmally 
weak.  When  the  operation  was  introduced  by  Porro  in  1876 
it  undoubtedly  lowered  the  mortality  markedly,  but  the  newer 
method  to  be  described  is  preferable.  Porro's  operation  has 
this  advantage,  that  it  can  be  done  very  quickly,  and  it  does  not 
require  any  great  amount  of  skill  to  perform  it. 
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Instead  of  a  aern'  meud  and  pins,  two  ordinary  knitting 
needles  and  an  elastic  ligature  may  be  used  to  secure  the 
uterine  stump,  as  recommended  by  the  late  Lawson  Tait. 
Equal  parts  of  iodofoi'm  and  tannic  acid  make  a  good  dressing 
for  the  stump.     It  should  separate  in  ten  or  twelve  days. 

Extirpation  of  the  Uterus. — The  uterus  and  cervix  may  be 
entirely  removed,  but  I  think  it  is  prefei'able  to  leave  the  cervix, 
as  this  strengthens  the  pelvic  floor. 

The  first  part  of  the  operation  is  the  same  as  for  ordinary 
Caesarian  section,  only  the  abdominal  wound  should  be  made 
as  low  as  possible.  When  the  uterus  has  been  emptied,  an 
elastic  ligature  should  be  passed  round  the  cervix,  to  control  the 
bleeding.  Then  proceed  to  ligature  the  broad  ligaments  in 
sections  and  cut  them.  One  of  the  ovaries  may  be  left,  by 
ligaturing  inside  it.  When  you  get  well  down,  incise  the 
uterine  peritoneum  just  above  the  vesicle  fold,  and  strip  it 
down  in  front  and  behind.  You  can  now  secure  the  uterine 
arteries  and  then  amputate  the  uterus  by  making  a  V-shaped 
incision,  the  point  of  the  V  being  downwards  so  as  to  remove  a 
wedge  of  the  cervix.  Now  stitch  the  cervical  stump  with  con- 
tinuous catgut,  then  cover  it  with  peritoneum  by  stitching  the 
anterior  and  posterior  layers  together  over  it.  The  peritoneal 
toilet  is  completed  and  the  abdominal  wound  closed  in  the 
usual  way. 

EisKS  TO  THE  Patient  in  the  Ordinary  or  Modified 
Operations. 

Dm-ing  the  performance  of  the  operation  there  is  very  httle 
risk  to  the  patient.  The  bleeding  is  not,  as  a  rule,  very  great, 
and  it  can  easily  be  controlled.  Subsequent  post-partum 
liaemorrhage  is  not  likely  to  occur.  If  the  uterus  does  not 
contract  well  a  hypodermic  of  ergotiu  may  be  given.  T  have 
twice  seen  failure  of  respiration  occur,  necessitating  the  per- 
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formance  of  artificial  respiration.  This  happened  in  my  first 
case,  just  after  I  had  emptied  the  uterus.  Breathing  was 
quiclvly  restored.  The  other  case  was  much  more  alarming. 
The  patient's  uterus  was  exceedingly  tense,  and  just  as  I  made 
my  first  cut  into  it  the  breathing  stopped.  The  arms  were 
quickly  raised  and  depressed,  but  the  patient  made  no  effort  to 
breathe,  and  I  thought  she  was  dead.  In  the  hopes  of  saving 
the  child  I  quickly  opened  the  uterus  and  delivered  it,  and  the 
mother  at  once  commenced  to  breathe,  and  gave  no  further 
trouble.  The  great  pressure  from  the  very  large  tense  uterus 
had  apparently  interfered  with  the  action  of  the  diaphragm. 
The  child  was  alive. 

Shock. — This  is  never  very  great,  and  the  patients  soon 
rally  from  it.  If  the  patient  has  been  long  in  labour,  and  her 
pulse  is  weak,  a  pint  or  two  of  normal  saline  solution  should  be 
run  into  the  peritoneal  cavity  before  the  wound  is  closed. 

Sepsis. — ^This  is  the  chief  danger,  and  the  strictest  aseptic 
precautions  must  be  taken.  If  the  patient  can  be  properly  pre- 
pared for  the  operation  for  a  few  days,  there  should  be  very 
little  risk.  I  have  never  lost  a  single  case  where  I  have  had 
the  patient  under  preparation  prior  to  operating,  but  unfor- 
tunately one  cannot  always  manage  this.  If  the  patient  has 
been  in  labour  for  some  time,  and  careless  examinations  have 
been  made,  the  risk  of  sepsis  occurring  is  great.  In  such  cases, 
and  especially  in  those  where  attempts  to  deliver  have  been 
made,  extirpation  of  the  uterus  is  the  safer  operation. 

Subsequent  Dangers.  —  Intestinal  adhesions  may  give 
trouble,  and  even  cause  obstruction  of  the  bowels.  If  obstruc- 
tion comes  on,  the  abdomen  should  be  reopened  and  the  adhesions 
relieved.  If  silk  sutures  are  used,  they  may  make  their  way 
out  through  the  scar,  or  through  the  bladder,  or  vagina,  months 
afterwards.  If  a  sinus  forms,  a  bloody  discharge  will  come  from 
it  at  each  menstrual  period.  The  sinus  will  not  close  per- 
manently until  all  the  sutures  come  out,  and  this  may  take 
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months.  As  already  stated,  wheu  the  sutures  make  then'  way 
into  the  bladder,  calculi  will  probably  form  on  them.  As  after 
every  abdominal  section  the  cicatrix  may  yield  and  a  hernia 
form,  to  guard  against  this  the  patient  should  wear  an 
abdominal  belt  for  a  considerable  time.  I  lost  one  of  my  cases 
from  rather  an  unusual  cause,  viz.,  suppression  of  urine  (see 
page  438).  So  far  as  I  know  this  is  the  only  case  of  the  kind 
recorded. 

Post-mortem  Caesarian  Section. — If  a  pregnant  woman 
dies  undelivered,  the  foetus  may  live  for  as  long  as  twenty-five 
minutes  after  the  mother.  When  the  mother  dies  of  disease 
there  is  not  much  chance  of  the  foetus  being  alive,  but  in  all 
cases  of  sudden  death  from  an  injury,  burn,  etc.,  which  does 
not  affect  the  uterus,  the  foetus  should  be  deUvered  by  opening 
the  abdomen,  as  soon  as  the  mother  is  dead. 


CHAPTBE  XLII. 

ACCIDENTS  TO  THE  CHILD  DURING  DELIVERY. 

Asphyxia  Neonatorum  —  Asphyxia  Livida  —  Asphyxia  Pallida  —  Intra- 
uterine Fractures— Case — Fracture  of  the  Skull  during  Delivery — 
Cases — Fracture  of  the  Long  Bones — Fracture  of  the  Clavicle — 
Fracture  of  the  Humerus — Injuries  to  the  Soft  Parts — Opacity  of  the 
Cornea — Case — Pressure  upon  Nerves — Haemorrhage  into  the  Brain 
or  its  Membranes — Cases. 

Asphyxia  Neonatorum. — The  sudden  change  of  the  foetus 
from  the  warmth  of  the  interior  of  the  uterus  to  the  compara- 
tive coldness  of  the  air,  i.e.,  from  a  temperature  of  nearly  100° 
F.  to  one  of  60  or  70°  F.,  acts  as  a  powerful  reflex  stimulus  to 
all  the  muscles  of  the  body,  including  those  of  respiration,  and 
the  child  quickly  gasps  for  breath,  struggles,  and  cries.  The 
placental  circulation  is  at  the  same  time  cut  off,  and  the 
accumulation  of  COg  in  the  blood  stimulates  the  respiratory 
centre.  If  the  accumulated  CO^  is  allowed  to  act  too  long,  it 
paralyses,  instead  of  stimulating  respiration.  Death  will  there- 
fore follow,  if  breathing  is  not  very  soon  established.  The 
Eustachian  valve  should  close  the  foramen  ovale,  as  soon  as 
the  lungs  begin  to  expand,  and  exert  their  aspirating  power 
upon  the  blood  in  the  heart.  The  adult  circulation  is  thus 
established  between  the  right  and  left  side  of  the  heart,  through 
the  lungs. 

As  a  rule,  the  child  gasps  and  cries  as  soon  as  it  is  born, 

but  in  many  cases  there  is  more  or  less  asphyxia.     Asphyxia 

may  arise  from  interfei'ence  with  the  placental  circulation,  as 

from  detachment  of  the  placenta,  pressure  upon  the  placenta,  oi- 

(569) 
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upon  the  cord,  by  the  latter  being  prolapsed  or  wound  round 
the  neck  or  body,  or  by  its  being  caught  between  the  head  and 
the  blade  of  the  forceps.  Knotting  of  the  cord,  or  syphilitic 
disease  of  the  umbilical  vessels,  would  also  interfere  with  the 
circulation,  by  nan-owing  the  lumen  of  the  vessels.  When  the 
body  is  born  breech  first,  the  stimulating  effect  of  the  air  upon 
the  body  may  reflexly  cause  the  child  to  attempt  to  gasp  while 
the  head  is  still  in  the  passage,  and  it  will  draw  mucus  into  its 
air  passages,  which  will  prevent  air  entering  after  the  birth  is 
completed.  Children  delivered  by  Caesarian  section  seldom 
breathe  at  once.  I  think  the  explanation  of  this  is,  that  the 
opening  of  the  abdomen  suddenly  exposes  the  anterior  surface 
of  the  uterus  to  a  temperature  about  30"  F.  lower  than  it  was 
before,  and  this  sudden  fall  in  the  temperature  causes  the  child 
to  gasp,  and  fill  its  air  passages  wnth  liquor  amnii.  In  the  last 
case  I  saw  this  had  evidently  happened,  as  breathing  could 
onty  be  established  after  the  child  had  been  inverted,  and  several 
ounces  of  fluid  emptied  from  its  lungs.  Prolonged  or  severe 
pressure  upon  the  head,  during  delivery,  may  cause  asphyxia  by 
paralysing  the  centre  in  the  brain.  It  may  arise  from  an 
abnormality  in  the  child,  such  as  a  patent  foramen  ovale  or 
atresia  of  the  pulmonary  artery,  which  will  prevent  the  blood 
passing  into  the  lung.  An  enlarged  thp-oid  or  thymus,  by 
direct  pressure  upon  the  trachea,  would  also  cause  it.  If  the 
child  were  expelled  with  the  membranes  um-uptured,  or  with 
a  caul  completely  covering  the  head,  it  would  be  asphyxiated,  if 
the  membranes  were  not  speedily  ruptured.  A  pei'fectly  strong 
child  might  easily  be  asphyxiated,  even  after  breathing  has 
been  established,  if  it  were  carelessly  placed  so  that  its  mouth 
pressed  against  the  bedclothes  or  pillow.  Among  the  lower 
classes  the  lives  of  many  children  are  lost  in  this  way  by 
"  overlaying  "  as  it  is  called.  It  is  too  often  the  result  of 
drink,  the  intoxicated  mother  either  hnng  on  her  child,  or  so 
closely  pressing  it  to  her  side  as  to  smother  it, 


ACCIDENTS  TO  THE  CHILD  DURING  DELIVERY.       571 

Asphyxia  neonatorum  is  usually  divided  into  two  stages  : — 

1.  Asphyxia  Livida. — The  child  is  livid  in  colour  from 
accumulation  of  COo  in  the  blood.  The  heart  is  beating  strongly, 
and  the  reflexes  are  present.  You  may  see  this  typically  when 
the  coi'd  has  been  round  the  neck.     The  prognosis  is  favourable. 

2.  Asphyxia  Pallida. — The  child  is  hmp  and  pallid.  The 
heart  is  beating  feebly  and  slowly,  and  the  reflexes  are  quite 
abolished.     The  prognosis  is  unfavourable. 

Treatment. — In  every  case,  as  soon  as  the  child  is  born,  its 
nostrils  and  mouth  should  be  cleared  of  mucus.  A  convenient 
way  to  do  this  is  to  lift  it  by  the  feet  and  insert  a  finger  into 
its  mouth.  A  smart  slap  or  two  on  the  buttocks  will  cause  it 
to  gasp  and  cry,  under  ordinary  circumstances.  In  a  case  of 
asphyxia  livida  cut  the  cord  at  once,  and,  before  tying  it,  allow 
a  few  drachms  of  blood  to  escape,  then  proceed  to  do  artificial 
respiration.  Combined  with  artificial  respiration  you  may  use 
alternate  hot  and  cold  baths.  Any,  or  several,  of  the  different 
methods  of  performing  artificial  respiration,  viz.,  Sylvester's, 
Marshall  Hall's,  or  compressing  and  expanding  the  chest  by 
doubling  up  the  infant  and  then  straightening  it  out,  may  be 
tried.  Schultze's  method  is  about  the  best.  Grasp  the  infant 
in  your  hands,  so  that  your  two  palms  lie  on  its  back  and  your 
thumbs  over  the  top  of  the  clavicles,  against  the  front  of  its  chest. 
The  back  of  its  head  should  lie  between  your  wrists,  which 
support  it.  See  that  your  hands  are  not  slippery,  and  that 
you  have  a  good  firm  grip,  so  that  there  will  be  no  danger  of 
the  child  flying  out  of  your  hands  when  you  swing  it.  It  is 
well  also  to  see  that  there  is  no  meconium  escaping,  or  you 
may  bespatter  your  own  face.  The  first  movement  is  to  invert 
the  child,  and  compress  its  chest  with  your  thumbs,  to  expel  the 
mucus  from  the  passages.  Then  swing  the  body  downwards, 
and  this  movement  will  expand  the  chest,  and  cause  air  to  enter, 
even  although  the  child  should  be  dead.  Then  swing  the  body 
back  and  compress  the  chest  again  to  expel  the  air  from  it,  and 
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repeat  the  dowuwai-d  movement  again,  and  so  on  until  the 
child  breathes  naturally.  The  movements  should  not  be  done 
too  quickly.  About  fifteen  times  per  minute  is  fast  enough. 
As  I  have  already  mentioned,  the  heavy  liver  drags  so  much  on 
its  suspensory  ligament  during  the  downward  swing  of  the  child, 
that  it  may  cause  a  haemorrhage  into  the  capsule  of  the  organ. 

Direct  inflation  of  the  lungs  through  a  catheter  passed  into 
the  trachea  is  sometimes  done,  but  it  is  not  easy  to  pass  a 
catheter  through  the  narrow  glottis.  An  easier  method  is  by 
blowing  into  the  child's  mouth,  closing  the  nostrils  with  the 
finger  and  thumb  of  one  hand,  and  compressing  the  stomach 
with  the  other  hand.  A  clean  handkerchief  should  be  placed 
over  the  child's  mouth,  then  take  a  deep  inspiration  and  blow 
the  first  part  into  the  mouth  through  it. 

Traction  upon  the  tongue  is  useful  in  some  cases.  A  favourite 
proceeding  among  elderly  women  is  to  rub  the  child's  chest 
with  spirits.  A  little  may  be  rubbed  inside  the  gums.  The 
best  form  of  stimulant  is  a  hypodermic  injection  of  strychnine, 
using  not  more  than  yqo  ot  a  grain.  It  stimulates  the  heart 
and  also  the  respiratory  centre,  so  is  most  useful  in  asphyxia 
pallida.  Care  must  be  taken  not  to  give  too  large  a  dose.  I 
liave  known  3%  of  a  grain  given  by  mistake  cause  convulsions. 
It  certainly  made  the  child  breathe,  but  an  enema  of  chloral  had 
to  be  given  to  stop  the  convulsions.  The  child  did  well  subse- 
quently, but  the  convulsions  were  rather  alarming. 

Asphyxia  Pallida  is  a  much  more  difficult  condition  to  deal 
with.  If  the  cord  is  pulsating,  do  not  cut  it  at  once.  Invert 
the  child  and  clear  its  air  passages  and  rub  it  briskly.  Then 
tie  and  cut  the  cord.  Put  the  child  into  a  hot  bath,  and  then  do 
artificial  respiration  by  the  Schultze's  method.  In  these  cases 
use  strychnine. 

One  should  persevere  with  artificial  respiration  so  long  as  the 
heart  is  beating,  but  when  the  heart  has  once  stopped  nothing 
will  do  any  good.     In  cases  of  asphyxia  livida  the  cord  may  be 
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untied,  and  a  few  drachms  of  blood  allowed  to  flow  out,  so  as  to 
relieve  the  engorgement  of  the  heart. 

After  breathing  is  established  the  child  must  be  kept  very 
warm,  and  loosely  wrapped  up,  to  allow  of  a  free  play  of  the 
chest  wall.  If  it  is  weakly  it  should  be  given  4  or  5  drops  of 
brandy  in  water,  every  few  hours. 

Intra -uterine  Fractures  occasionally  occur,  Init  in  the 
majority  of  cases  fractures  are  caused  during  delivery.  The 
bones  of  the  legs,  arras,  and  shoulder  gu^dle  are  those  which 
most  frequently  suffer  from  fracture  or  dislocation,  but  the 
cervical  spine  is  sometimes  dislocated  in  delivering  an  after- 
coming  head.  The  lower  jaw,  too,  is  occasionally  dislocated 
or  fractured  in  the  same  method  of  delivery. 

Case  of  Intra-iUerine  Fracture  of  the  Skull. — Mrs.  G.,  viii.- 
para,  aet.  thirty-five  ;  full  time.  On  3rd  September  the  patient 
shpped  and  fell  on  her  back  while  hanging  up  clothes.  She 
fell  on  a  stool,  which  struck  her  on  the  right  lumbar  region 
behind.  She  felt  sick  and  faint.  After  this  the  foetal  move- 
ments were  less  frequently  felt.  She  volunteered  the  state- 
ment that  it  was  only  when  turning  from  side  to  side  she  felt 
any  movement.  On  7th  September  labour  pains  commenced, 
and  at  10  a.m.  the  membranes  ruptured,  and  a  lot  of  dark  tarry 
blood  escaped. 

On  admission,  about  six  hours  later,  the  breech  was  felt  well 
engaged  in  the  pelvis.  The  back  of  the  child  lay  to  the  front 
on  the  right  side.  On  palpating  the  head  at  the  fundus  it  was 
felt  to  be  peculiar,  but  the  exact  condition  could  not  be  made 
out.  The  breech  was  born  naturally.  The  after-coming  head 
came  away  without  difficulty.  A  considerable  amount  of  dark 
clot  and  the  placenta  came  away  with  the  child.  The  child,  a 
male,  weighed  9  lb.,  and  was  quite  dead.  There  was  no 
maceration.  Over  the  region  of  the  right  parietal  bone  a 
spoon-shaped  depression  was  noticed,  and  at  the  lower  edge  of 
the  parietal  a  ridge  was  felt,  that  suggested  a  fracture. 
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Post-mortem  examination  report  by  Dr.  Carstairs  Douglas  -.-^ 

"  The  head  appeared  well  formed.  An  external  examination 
revealed  what  seemed  to  be  a  fracture  in  the  lower  part  of  the 
right  parietal  bone,  placed  horizontally  about  1  in.  above  the 
tip  of  the  lobe  of  the  right  ear,  and  a  little  anterior  to  the  same. 
A  sharp  ridge  of  bone  could  be  felt  here.  Above  it  a  depression 
could  be  made  out  on  the  right  parietal  bone.  On  reflecting 
the  scalp  a  small  haemorrhage  was  found  on  the  anterior  portion 
of  the  right  parietal,  and  another  posteriorly  near  its  inferior 
angle.  A  very  distinct  roughly  triangular  pit,  about  1  in.  in 
its  largest  diameter  and  about  f\  of  an  in.  deep  at  its  deepest 
part,  was  seen  on  the  parietal  about  1  in.  above  the  union  of  the 
latter  with  the  squamous  and  4  of  an  in.  behind  the  coronal 
suture.  The  skull  was  not  broken  here  either  inside  or  out. 
Below  this  was  a  semi-lunar  cleft,  the  concavity  downwards, 
about  |- of  an  in.  in  length  and  deepest  in  the  centre,  where  there 
was  only  dura.  Examination  of  this  showed  it  to  be  a  separ- 
ation at  the  suture  between  the  inferior  margin  of  the  parietal 
bones  and  the  squamous  part  of  the  temporal,  the  latter  being 
easily  depressed  below  the  sharper  harder  margin  of  the  former. 
It  was  this  that  had  given  rise  to  the  idea  of  fracture  on  external 
examination. 

"  On  opening  the  skull  the  dura  and  pia  were  found  engorged. 
There  were  several  extravasations  of  blood,  viz.,  between  the 
lobes  of  the  cerebrum,  over  the  tentorium,  and  in  larger  amount 
in  the  base  of  the  skull,  especially  in  the  middle  fossae.  The 
brain  tissue  itself  was  not  lacerated. 

"The  examination  of  the  inner  aspect  of  the  right  parietal 
and  squamous  bones,  removed  in  a  piece,  showed  the  bulging 
inwards  of  the  spoon-shaped  depression,  but  without  any  lesion 
of  the  internal  table  ;  while  at  the  sutural  separation  below  this, 
although  the  bones  gaped,  the  dura  stretched  between  them 
intact." 

Fracture  of  the    Skull    during   Delivery.  —  In    dealing 
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with  obstructed  labours,  I  have  akeady  mentioned  depressed 
fractures  of  the  skull  from  the  pressure  of  the  promontory. 
This  may  occur  when  delivery  is  effected  by  nature,  but  is  much 
more  liable  in  difficult  artificial  deliveries.  The  position  of  the 
depression  varies,  but  it  is  usually  in  the  anterior  part  of  the 
parietal  bone,  or  on  the  frontal.  If  it  is  on  the  frontal  the  eye 
of  that  side  will  be  bulged  forward,  and  there  may  be  haemor- 
rhage into  the  back  of  the  orbit.  In  the  ordinary  spoon-shaped 
depression  the  bone  is  merely  bent  in  or  depressed,  and  it  can 
usually  be  raised  by  applying  pressure  obliquely  to  the  head, 
as  suggested  by  Dr.  Munro  Kerr.  If  the  bone  is  fractured 
however,  you  cannot  raise  it  in  this  way.  When  there  is  an 
actual  fracture  the  brain  may  be  lacerated,  and  there  be  con- 
siderable hgemorrhage.  In  some  cases  you  find  marked  haemor- 
rhage without  any  actual  fractm-e. 

Prognosis. — If  there  is  an  actual  fracture  with  haemorrhage, 
with  or  without  a  brain  lesion,  the  child  will  probably  die 
witliin  a  few  hours  or  days.  When  there  is  only  a  depression, 
even  although  it  be  a  marked  one,  the  child  will  probably  live, 
but,  if  the  depression  does  not  rise,  there  is  great  risk  of  imbecility 
or  epilepsy  developing. 

Treatment. — The  ordinary  spoon-shaped  depression,  if  it  is 
left  alone,  usually  rises  of  itself  after  a  short  time,  but  more  or 
less  permanent  depression  may  be  left.  In  all  cases,  pressure 
should  at  once  be  applied  obliquely  to  the  head,  and  in  many 
cases  the  depression  will  thereupon  disappear.  If  it  does  not 
disappear  an  incision  should  l)e  made,  with  aseptic  precautions, 
down  to  the  dura  mater  near  the  edge  of  the  bone,  and  a  probe 
or  periosteum  elevator  introduced,  between  the  dura  and  bone, 
to  lever  up  the  depression.  The  opening  through  the  bone 
should  not  be  made  at  the  suture,  because  the  dura  is  adherent 
there,  and  you  wish  to  avoid  injuring  it. 

Case  I.  Fracture  of  the  Left  Frontal  Bone  luith  Laceration 
of  the  Brain  and  Ht^morrhaije. — The  mother's  pelvis  was  con- 
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tracted,  the  diagonal  conjugate  being  3^  in.,  giving  a  true  con- 
jugate of  about  3  in.  Tbis  was  her  third  confinement,  the  other 
two  having  been  instrumental  ones.  The  first  child  was  still- 
born, the  second  alive  and  still  surviving.  This  time  delivery 
was  effected  by  axis-traction  forceps,  in  the  Walcher  position, 
without  much  difficulty,  after  a  short  trial  in  the  ordinary  left 
side  posture. 

The  child,  which  weighed  6j  lb.,  breathed  at  once,  and  seemed 
all  right,  except  that  it  was  restless.  There  was  a  small  haema- 
toma  of  the  scalp.  There  was  no  depression  of  the  skull. 
About  seventeen  hours  after  delivery  it  was  supposed  to  be 
sleeping,  but  w^as  found  to  be  dead. 

At  the  post-mortem  a  comminuted  fracture  of  the  left  frontal 
bone  was  found,  with  laceration  of  the  brain  and  cerebral 
haemorrhage  in  that  region.  There  was  also  some  haemor- 
rhage into  the  scalp.  The  fracture  had  been  caused  by  the 
pressure  of  the  promontory  and  not  by  the  blade  of  the 
forceps. 

Case  II.  Fracture  of  the  Left  Frontal  Bone  with  Hemor- 
rhage.— In  this  case  the  child  was  delivered  with  axis-traction 
forceps  through  a  pelvis  with  a  true  conjugate  of  3f  in.  On 
birth  there  were  no  signs  of  respiration,  but  the  heart  beat  for 
five  minutes. 

A  post-mortem  examination  of  the  head  made  by  Dr.  Car- 
stairs  Douglas  revealed  "  a  considerable  lateral  compression, 
the  right  parietal  bone  over-riding  the  left.  Dark  blue  depressed 
marks  (due  to  forceps)  were  seen  on  both  frontal  bones  and 
behind  the  left  ear.  There  was  a  large  caput  over  the  posterior 
fontanelle.  On  reflecting  the  scalp  the  tissues  were  found  to 
be  YQvy  oedematous.  Slight  haemorrhages  lay  over  the  frontal 
bones.  A  complete  fissured  fracture  was  found  in  the  lower 
part  of  the  left  frontal,  about  ^  in.  above  the  orbital  plate,  run- 
ning out  horizontally  to  the  coronal  suture.  Inside  the  skull 
there  were  small  haemorrhages  opposite  the  points  of  application 
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of  the  forceps,  as  well  as  an  effusion  of  dark,  venous  blood,  of 
moderate  size,  lying  over  the  tentorium  on  both  sides." 

Case  III.  Deep  Depression  of  the  Left  Froyital  Bone  Treated 
by  Incision  and  Elevation. — The  mother  of  the  child  was  a 
small,  rickety  woman.  She  said  that  she  did  not  walk  until 
she  was  seven  years  of  age.  Her  legs  were  not  markedly 
deformed.  The  pelvic  diameters  were  as  follows  :  Intercristal, 
lOJ  in.  ;  interspinous,  9|  in.  ;  diagonal  conjugate,  4  in.  The 
true  conjugate  would  thus  be  about  3|:  in.  Her  first  child  had 
been  delivered  by  means  of  forceps.  In  this,  her  second  con- 
finement, the  head  had  presented 
well  flexed  with  the  occiput  to- 
wards the  front  and  left.  The 
head  was  partly  moulded  into, 
but  had  not  passed  the  brim. 
I  gave  chloroform,  and  Dr. 
Harrington,  one  of  my  residents,  i- 

applied     Milne  -  Murray's     axis- 
traction  forceps.      He  had  to  use      pi^,  45._Deep  depression  of  the 
considerable  traction  force,   and,         left  frontal  bone,   caused    by 
as  the  head  passed   the  promon-  ^^^    promontory,    relieved    by 

,  ,     .,  J,  incision  and  elevation, 

tory,  we  were  both  aware  of  a 

thud.  The  child  soon  cried  and  seemed  to  suffer  no  incon- 
venience from  the  very  marked  depression  of  the  left  frontal 
bone  (see  fig.  45).  I  appHed  very  firm  pressure  to  the  head, 
but  failed  to  raise  the  depression.  As  the  patient  lived  in  a 
single  room,  and  the  surroundings  were  anything  but  sanitary, 
I  decided  to  leave  the  child  until  the  mother  could  accompany 
it  to  the  hospital. 

The  mother  made  a  normal  recovery,  and  she  and  the  child 
were  admitted  to  the  Maternity  Hospital  on  23rd  August.  The 
child  was  quite  well,  but  the  depression  in  the  bone  had  not 
risen  at  all.  On  24th  August,  after  Dr.  Lindsay  had  taken 
photographs  and  made  a  cast  of  half  of  the  head,  I  reflected 
37 
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about  an  inch  of  the  scalp  from  the  back  portion  of  the  frontal 
bone,  and  made  a  small  incision  through  the  bone,  about  a 
quarter  of  an  inch  in  front  of  the  suture,  then  passed  McEwen's 
periosteum  elevator  between  the  dura  mater  and  the  bone,  and 
raised  the  depression.  The  incision  was  made  away  from  the 
suture,  because  the  dura  mater  is  always  adherent  at  the  suture, 
and  I  wished  to  avoid  cutting  the  dura.  The  bone  was  fairly 
hard,  but  I  cut  through  it  with  a  sharp-pointed  bistoury. 
When  I  passed  the  elevator  in  there  was  a  gush  of  blood- 
stained serum.  I  was  surprised  at  the  amount  of  force 
I'equired  to  raise  the  depressed  bone.  The  wound  in  the  scalp 
was  closed  with  stitches. 


Fig.  iG. — Depression  of  skull. 
{o}  Front  view.  (6)  Side  view. 

The  child  stood  the  operation  w^ell,  but  took  nearly  as  much 
chloroform  as  an  adult.  The  scalp  wound  healed  by  first  inten- 
tion, and  the  child  kept  perfectly  well. 

It  is  surprising  that  so  marked  a  depression  caused  no 
inconvenience,  but  if  it  had  been  left,  the  brain  functions 
would  sooner  or  later  have  become  affected,  and  the  child  have 
developed  into  an  idiot  or  an  epileptic. 

Case  IV. — The  most  marked  depression  1  have  ever  seen  was 
in  a  case  where  there  was  no  deformity  of  the  pelvis.  The 
abdomen  was  exceedingly  pendulous.  Delivery  was  effected 
with  high  forceps,  and  the  head  showed  the  remarkable  appear- 
ance depicted  in  figure  46.     The  child  seemed  perfectly  well. 
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Tlie  depression  had  lessened  considerably  by  the  time  of  dis- 
missal. As  to  the  final  result,  I  cannot  say  anything,  as  I 
never  saw  the  child  again. 

Fracture  of  the  Long  Bones. — One  or  both  femora  may  be 
broken,  in  doing  version,  or  in  delivering  an  impacted  breech  by 
traction  in  the  groin.  If  a  blmit  hook  is  used  for  the  latter 
purpose,  a  fracture  is  likely  to  occur.  The  fracture  may  be 
through  the  shaft,  or  a  separation  of  the  epiphysis. 

Treatment. — It  is  difficult  to  put  a  long  splint  on,  as  the 
natural  position  of  the  child  is  to  lie  with  its  legs  drawn  up 
during  the  first  few  days  of  life.  If  a  long  splint  cannot  be 
applied  you  may  apply  extension  to  both  legs,  by  means  of 
small  weights  over  pulleys,  so  arranged  above  the  child  that,  as 
it  lies  on  its  back  in  its  crib,  both  legs  are  drawn  up  at  right 
angles  to  its  body.      Union  takes  place  very  quickly. 

Fracture  of  the  Clavicle  may  be  caused  when  you  are 
relieving  an  arm,  or  making  traction  to  deliver  an  after-coming 
head. 

Tyeatmeiit. — Put  the  arm  up  in  the  usual  way,  fastening  it 
securely  to  the  chest  with  strips  of  plaster. 

Fracture  of  the  Humerus. — ^This  is  usually  caused  in 
reheving  the  arm  from  above  the  head.  When  the  arm  is 
displaced  to  the  back  of  the  head,  one  may  require  to  do  it 
deliberately  to  save  the  child. 

Treatment. — You  may  put  small  splints  on,  but  the  arm 
should  also  be  firmly  bound  to  the  side  of  the  chest. 

Injuries  to  the  Soft  Parts. — The  scalp  may  be  injured.  I 
have  known  it  to  be  wounded,  in  an  attempt  to  rupture  the 
membranes  where  they  were  already  ruptured.  If  a  cut  is 
made  into  the  scalp,  it  may  extend,  and  a  considerable  portion 
be  peeled  off,  as  the  head  is  coming  through  the  pelvis.  In 
careful  hands  such  an  accident  should  not  happen.  The  skin 
should  be  replaced  and  stitched  at  once. 

In  face  cases  the  eyes  may  l)e  injured  by  rough  examination. 
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Ill  deliveriiii:  witli  high  forceps,  one  blade  usually  presses  over 
or  near  the  eye.  In  the  vast  majority  of  cases  no  injury  results, 
but  occasionally,  especially  with  badly  made  instruments,  the 
eye  may  be  destroyed.  I  have  known  complete  enucleation 
happen.  In  a  flat  pelvis,  however,  the  eye  may  be  injured, 
not  by  the  blade  of  the  forceps,  but  by  the  pressure  of  the  pro- 
montory causing  a  fractui-e  of  the  frontal,  extending  into  the 
orbital  plate.  In  many  cases,  subconjunctival  haemorrhages 
will  be  seen,  even  after  normal  dehveries.  In  some  difficult 
deliveries  you  find  haemorrhage  into  the  back  of  the  orbit,  or 
into  the  eyelid,  and  occasionally  into  the  anterior  chamber  of 
the  eye.  The  haemorrhages  are  usually  absorbed  in  a  very 
short  time. 

I  have  already  referred  to  the  occurrence  of  corneal  opacities 
during  difficult  deliveries.  In  the  twenty-second  volume  of  the 
Transactions  of  the  OphtJtalmoloyical  Society  the  first  series  of 
cases  observed  will  be  found  recorded  by  Dr.  W.  Ernest  Thom- 
son, Ophthalmic  Surgeon  to  the  Glasgow  Maternity  Hospital, 
who  has  been  investigating  the  condition.  In  addition  to  the 
cases  reported,  I  have  seen  several  others.  In  all  cases  observed 
there  w^as  a  distinct  band  of  opacity  in  the  vertical  axis  of  the 
eyes,  in  addition  to  the  less  marked  general  opacity.  In  most  of 
the  cases  the  opacity  cleared  up,  but  there  was  usually  a  linear 
scar  left  in  the  vertical  axis.  In  one  of  the  first  cases,  a  very 
dense  opacity  of  the  whole  cornea  remained,  so  long  as  the  child 
was  under  observation,  and  it  seemed  as  if  it  would  be  perma- 
nent. The  cause  of  the  opacity  was  evidently  the  pressure  to 
which  the  eye  was  subjected  during  delivery,  but  how  the 
pressure  acted  was  not  very  clear.  The  following  case,  which 
occurred  quite  recently,  has  thrown  some  light  upon  the  sub- 
ject, and  has  furnished  us  with  the  probable  explanation. 

A.  M.,  i.-para,  aet.  nineteen,  full  time  ;  delivered  by  axis- 
traction  forceps  in  the  Walcher  position.  The  patient's  pelvis 
was  a  typically  flat  one,   with   the  following   measurements  : 
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Interspinous  diameter,  9|  in.  ;  intercristal,  91  in.  ;  diagonal 
conjugate,  4  in.  ;  true  conjugate  (by  direct  measurement),  3| 
in.  Delivery  was  effected  in  the  Walcher  position.  The  child, 
a  female,  weighed  7|  lb.  Its  heart  beat  for  a  considerable  time 
after  birth,  but  it  could  not  be  resuscitated.  A  very  marked 
opacity  was  noticed  in  the  right  eye.  Both  eyes  were  removed 
and  Drs.  W.  Ernest  Thomson  and  Leslie  Buchanan  examined 
them  microscopically.  They  found  that  the  posterior  elastic 
lamina  of  the  cornea  was  ruptured  in  several  places,  and  that 
there  was  a  certain  amount  of  laceration  of  the  posterior  layers 
of  the  corneal  tissue  proper.  A  full  report  of  the  condition  will 
be  published  by  Drs.  Thomson  and  Buchanan.  The  opacity 
seemed  to  be  due  to  the  aqueous,  acting  upon  the  corneal, 
tissue.  The  fractures  in  the  posterior  elastic  lamina  are 
vertical  in  direction,  and  hence  the  vertical  bands  of  dense 
opacity. 

Pressure  upon  Nerves. — The  facial  nerve  is  very  frequently 
pressed  upon  by  the  blade  of  the  forceps,  at  its  point  of  exit  from 
the  skull,  and  as  a  result  one-sided  facial  paralysis  is  very 
common.  x\s  a  rule  improvement  Ijegins  within  a  few  hours, 
and  in  a  day  or  so  the  child's  face  will  be  quite  straight.  I 
have  occasionally  seen  the  paralysis  persist  for  a  week  or  two. 
In  such  cases  there  had  probably  been  some  haemorrhage  into 
the  nerve  sheath  or  round  it  in  the  foramen. 

Pressure  upon  the  brachial  plexus  sometimes  occurs  in  injmy 
or  dislocation  of  the  head  of  the  humerus.  The  plexus  itself 
may  be  injured,  without  any  apparent  injury  to  the  joint.  The 
paralysis  gradually  passes  off,  but  a  certain  amount  of  permanent 
damage  may  remain. 

Haemorrhage  into  the  Brain  or  its  Membranes.  —  In 
fracture  of  the  skull  this  is  apt  to  occur,  but  you  may  have 
haemorrhages  without  fracture,  especially  in  difficult  head-last 
labours.  These,  if  they  are  at  all  serious,  may  cause  the  death 
of  the  child  during  delivery,  or  very  shortly  afterwards.      They 
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may  cause  convulsions,  and,  if  the  child  survives  these,  it  may 
grow  up  more  or  less  of  an  imbecile. 

Case  of  Cerebral  Hcemorrhacje  tvithov t  Fracture  of  the  Skull — 
Large  Full-time  Child,  Forceps  Delivery,  Child  Dead  Born. — 
Post-mortem  examination  by  Dr.  Carstairs  Douglas  : — 

"  The  head  exhibited  no  evidence  of  fractiu-e  or  depression  of 
bones,  but  the  latter  vpere  extremely  mobile.  A  large  caput  lay 
over  the  posterior  part  of  the  head,  chiefly  to  the  right.  On  re- 
flecting the  scalp  several  large  haemorrhages  were  found,  chiefly 
above  the  pericranium,  and  lying  over  the  bones  below  the 
caput.  Under  the  pericranium  posteriorly  a  smaller  amount  of 
dark  blood  was  seen.  On  reflecting  the  parietals  the  pia  was 
seen  to  be  distinctly  engorged.  Small  hasmorrhages  were  found 
over  the  right  frontal  lobe  and  lying  upon  the  plate  of  the 
ethmoid.  There  were  small  effusions  in  the  left  middle  fossa  of 
the  skull,  and  also  on  the  tentorium,  chiefly  to  the  left  side- 
Larger  haemorrhages  were  found  in  both  posterior  fossae." 

Hgemorrhage  may  occur  into  other  organs,  such  as  the  liver, 
especially  in  cases  where  artificial  respiration  by  Schultze's 
method  has  been  tried.  The  liver  is,  of  course,  a  very  heavy 
organ  compared  to  the  rest  of  the  body,  and  a  considerable 
strain  must  be  put  upon  its  suspensory  ligament  in  the  perfor- 
mance of  this  method  of  artificial  respiration.  In  such  cases, 
I  have  more  than  once  found  considerable  haemorrhage  beneath 
the  suspensory  ligament  of  the  liver. 

Laceration  of  the  groin  may  be  caused  in  delivering  an 
impacted  breech,  if  a  hook  is  used. 

The  genital  organs  of  the  child  may  be  injured,  in  rough 
examinations,  in  a  breech  case.  The  anus  has  more  than  once 
been  mistaken  for  the  os  uteri  and  attempts  made  to  dilate  it. 
In  a  female  child  the  perineum  has  been  completely  torn  and  a 
cloaca  formed  in  this  way.  Such  an  accident  should  of  course 
never  happen. 


CHAPTER  XLIII. 

ABNORMALITIES  AND  DISEASES  OF  THE  NEW-BORN  CHILD. 

Club  Feet — Imperforate  Anus — Hypospadias — Case — Difficulty  of  Micturi- 
tion— Shortness  of  the  Frienum  Linguae — Jaundice — Thrush — Dis- 
charge of  Blood  from  the  Vagina — Engorgement  of  the  Breasts — 
Ophthalmia  Neonatorum  —  Erythema  and  Intertrigo  —  Syphilitic 
Eruptions — Pemphigus  Neonatorum — Cases — Haemorrhage  from  the 
Cord — Tetanus  Neonatorum — Septic  Infection — Non-closure  of  the 
Foramen  Ovale — Spina- bifida — Sudden  Deatli  of  the  Child — Con- 
vulsion.-;. 

There  are  many  abnormalities,  such  as  those  arising  from 
intra-uterine  amputations,  want  of  development  of  bones,  ex- 
troversion of  the  bladder,  etc.,  which  are  interesting,  but  which 
cannot  be  treated,  so  we  shall  not  deal  with  them  in  this 
work. 

Club  Feet. — When  a  case  of  this  occurs,  the  nurse  should 
he  instructed  to  straighten  the  feet  and  massage  the  faulty 
muscles  several  times  daily.  With  perseverance  and  care  even 
the  worst  cases  can  be  improved  very  much.  The  feet  are  too 
small  for  the  use  of  splints,  except  in  talipes  calcaneus.  I  have 
completely  cured  a  case  of  that  kind  in  a  few  weeks,  by  massage 
and  the  use  of  small  splints  with  foot  pieces. 

Imperforate  Anus. — If  a  child's  bowels  have  not  moved 
within  a  few  hours  of  its  birth,  a  careful  examination  of  the 
rectum  should  be  made.  Mere  inspection  will  not  do,  as  the 
anus  may  be  all  right  and  yet  the  bowel  be  completely  obstructed 
about  half  an  inch  up.  Pass  the  little  finger  in,  to  feel  if  there 
is  any  obstruction.  If  there  is  no  obstruction  a  small  dose  of 
(583) 
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castor  oil  may  be  given,  but  oil  should  never  be  administered 
unless  you  have  made  sure  there  is  no  obstruction. 

Treatment. — An  imperforate  anus  should  be  operated  on  at 
once.  An  incision  should  be  made  in  the  position  of  the  anus, 
and  a  careful  dissection  carried  up,  until  the  blind  end  of  the 
rectum  is  reached.  This  should  be  opened  into.  There  is 
always  a  great  tendency  for  the  opening  to  contract,  and  it  will 
have  to  be  dilated  daily  with  a  bougie.  When  the  child  gets 
older,  if  the  tendency  to  contract  continues,  it  will  be  advisable 
to  have  the  constricted  portion  of  the  bowel  excised,  as  in  an 
ordinary  excision  of  the  rectum. 

In  some  cases  it  is  impossible  to  find  the  blind  end  of  the 
bowel  from  below.  The  sigmoid  should  then  be  opened  into 
through  the  abdomen,  to  give  relief  for  the  time  being,  and  after 
the  child  has  got  a  Httle  stronger,  a  probe  may  be  passed  down 
to  enable  you  to  find  the  rectum  from  below. 

Hypospadias . — In  a  case  of  this  kind  the  genital  organs  of 
the  male  closely  resemble  those  of  the  female,  and  if  a  careful 
examination  is  not  made  a  mistake  may  easily  arise,  and  a 
male  may  be  actually  registered  as  a  female  child.  A  case  of 
this  kind  has  recently  come  under  my  observation. 

The  child,  a  supposed  female,  when  a  fortnight  old  was 
brought  to  me  by  the  midwife  who  had  attended  at  the  birth, 
as  it  was  tongue-tied.  The  midwife  asked  me  to  look  at  the 
genital  organs,  as  they  were  larger  than  usual.  I  found  that 
what  the  midwife  and  the  mother  had  taken  for  somewhat  en- 
larged female  genital  organs,  were  really  a  divided  scrotum  with 
a  testicle  in  each  side.  What  they  had  taken  for  the  vagina 
was  merely  a  shallow  depression.  The  penis  resembled  a 
somewhat  broadened  and  enlarged  clitoris.  As  the  child  had 
akeady  been  registered  as  a  female,  it  was  necessary  to  apply 
to  the  sheriff  for  a  warrant  to  have  the  entry  changed.  In 
such  cases  it  is  rather  awkward  when  the  discovery  of  the  true 
sex  is  not  made  until  the  age  of  puberty  is  reached.     In  this 
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Case  it  was  fortunately  made  early.  The  midwife  was  a  very 
competent  woman,  and  had  attended  thousands  of  cases,  both 
in  connection  with  hospital  and  private  work,  and  yet  she  was 
misled  by  the  strong  resemblance  the  organs  had  to  those  of  a 
female. 

In  such  cases  it  is  of  the  utmost  importance  to  definitely 
settle  the  question  of  sex,  so  a  very  careful  examination  should 
be  made. 

Difficulty  of  Micturition. — In  boys,  if  the  foreskin  is  long 
and  adherent,  it  may  close  the  meatus,  and  cause  retention  of 
urine,  or  great  difficulty  of  micturition.  The  foreskin  may 
require  to  be  slit  up,  and  in  some  cases  a  probe  may  have  to  be 
passed  into  the  bladder.  In  some  cases  there  may  be  very 
little  urine  excreted  for  the  first  day  or  two,  and  what  little 
is  passed  may  cause  the  child  considerable  pain.  At  birth 
the  tubules  of  the  kidneys  often  contain  deposits  of  uric  acid, 
and  this  causes  the  scanty  excretion  and  pain  in  micturition. 
The  child  should  be  given  hot  water  to  drink,  and  10  min.  doses 
of  sp.  aeth.  nitrosi.  A  hot  hip  bath  from  time  to  time  will 
stimulate  micturition  and  relieve  the  pain. 

Shortness  of  the  Fraenum  Linguae. — This  condition  is 
occasionally  seen,  but  is  not  so  common  as  many  nurses  make 
out.  If  the  tongue  is  tied  to  the  tip,  the  child  will  not  be  able 
to  suck  properly.  The  fraenum  should  be  snipped  and  torn 
back  with  the  finger-nail.     The  bleeding  is  usually  insignificant. 

Jaundice. — A  slight  amount  of  jaundice  is  very  common. 
It  is  due  to  the  rapid  destruction  of  the  red  blood  corpuscles 
which  takes  place  in  the  first  few  days  of  life.  It  passes  off 
in  a  short  time,  but  one  occasionally  sees  a  case  where  the 
jaundice  is  very  deep.  It  is  usually  seen  in  weakly  children, 
especially  premature  ones.  They  very  often  die.  In  some 
the  bile  ducts  in  the  liver  will  be  found  occluded.  Syphilitic 
disease  of  the  liver  may  also  be  found. 

Trentment.—^m?d\  doses  of  grey  powder  or  calomel  give  the 
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best  results,  but  if  there  is  occlusion  of  the  ducts  in  the  liver 
nothing  will  do  any  good. 

Thrush. — The  tongue  and  mouth  of  the  child  sometimes 
become  coated  with  a  white  fur.  This  is  most  frequently  seen 
in  bottle-fed  children  whose  bottles  are  not  kept  thoroughly 
clean.  The  cause  is  the  growth  of  the  fungus  oidium  albicans. 
It  is  apt  to  derange  the  child's  digestion  and  bring  on  diarrhoea. 
In  cominon  parlance,  the  thrush  is  said  to  pass  through  the 
child. 

Treatment. — Apply  glycerinum  lioracis  to  the  mouth  and 
tongue,  and  see  that  the  bottles  and  teats  are  kept  absolutely 
clean.  A  few  doses  of  grey  powder  and  bicarbonate  of  soda 
are  very  useful.  Borax  and  honey  is  the  common  remedy, 
but  the  honey  forms  rather  a  good  medium  for  the  growth  of 
the  fungus. 

Discharge  of  Blood  from  the  Vagina. — This  is  not  very 
common,  but  is  seen  evevj  now  and  again.  B}'  some  it  is  said 
to  be  purely  a  vaginal  discharge,  but  it  possibly  may  come  from 
the  uterus.  In  one  case  I  examined,  it  certainly  came  from 
within  the  hymen.  It  is  of  no  consequence,  and  will  cease  in 
a  day  or  two. 

I  liave  occasionally  seen  a  discharge  of  lilood  from  the  bowel. 
If  it  is  associated  with  the  condition  of  haemophilia,  the  child 
will  probably  die.  I  have  seen  one  case  of  this  disease  where 
there  was  haemorrhage  from  all  the  mucous  membranes,  and 
into  the  joints  and  different  parts  of  the  body.  It  soon  proved 
fatal. 

Engorgement  of  the  Breasts. — This  is  very  common, 
equally  so  in  both  sexes.  A  milky  fluid  can  be  expressed  from 
the  nipples.  The  breasts  are  hard  and  painful.  If  they  are 
left  alone  the  condition  will  soon  subside,  but,  unfortunately, 
mothers  and  nurses  will  persist  in  squeezing  the  milk  out,  and 
then  suppuration  frequently  occurs. 

Treatment. — A  pledget  of   wool  should  be  placed  over  the 
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breast,  under  the  child's  binder,  to  promote  absorption.  If 
suppuration  occurs,  a  free  incision  must  be  made,  or  the  pus  will 
burrow  deeply. 

Ophthalmia  Neonatorum. — During  the  earlier  part  of  foetal 
life,  the  eyelids  are  united  by  their  margins,  and  this  prevents 
anything  entering  the  conjunctival  sac,  but,  by  the  time  the 
foetus  is  viable, 'this  union  has  disappeared.  During  labour  the 
lids,  as  a  rule,  remain  closed,  but  they  may  be  easily  separated, 
especially  in  face  cases  and  those  delivered  by  instruments. 
If  they  are  opened  during  the  passage  of  the  head  through  the 
vagina,  the  vaginal  secretions  are  sure  to  find  entrance  into  the 
conjunctival  sac.  In  the  majority  of  cases,  how^ever,  the  lids 
are  only  separated  after  the  head  is  born,  and,  as  the  eyelashes 
and  margins  of  the  lids  are  covered  with  the  secretions,  the 
infective  material  then  gains  entrance.  If  in  man,  as  in  some 
of  the  lower  animals,  the  eyelids  remained  closed  for  some  days 
after  birth,  the  risk  of  ophthalmia  occurring  would  be  exceed- 
ingly small.  As  it  is,  by  careful  washing  of  the  lids  as  soon  as 
the  head  is  born,  the  risk  of  infection  can  be  minimised. 

In  about  two-thirds  of  the  cases  of  ophthalmia  neonatorum 
the  gonococcus  is  found  in  the  discharge,  and  in  the  other 
cases,  which  are  of  a  milder  type,  other  bacilH  have  been 
demonstrated. 

Time  of  Onset. — The  symptoms  usually  begin  to  manifest 
themselves  on  the  second  or  third  day,  but  cases  are  occasion- 
ally seen  where  the  disease  is  active  at  birth.  I  have  seen  one 
case  where  pus  was  present  in  the  eyes  when  the  child  was 
born.  If  the  onset  is  delayed  beyond  the  fifth  day,  the  infec- 
tion has  not  taken  place  during  labour,  but  has  been  conveyed 
to  the  eyes  through  the  medium  of  contaminated  towels, 
sponges,  etc.  I  have  several  times  seen  cases  of  this,  where 
the  infant's  eyes  were  infected  from  the  eyes  of  other  children 
in  the  house,  and  in  one  very  virulent  case  the  infection  came 
from  the  mother's  eyes. 
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Course  of  the  Disease. — A  day  or  two  after  birth  the  eyelids 
become  red  and  swollen,  and  at  first  there  is  a  copious  secretion 
of  a  serous  nature,  quickly  turninj^  to  pus.  The  amount  of  pus 
formed  is  very  great,  and  will  stream  out  if  the  lids  are  not 
glued  together.  If  the  lids  are  glued  together  the  pus  will  be 
retained,  and  on  forcing  the  lids  apart  it  will  gush  out.  The 
palpebral  conjunctiva  becomes  so  swollen  and  injected  that  it 
protrudes  as  a  bright  red  mass,  when  the  lids  are  everted,  and 
you  will  have  difficulty  in  seeing  the  cornea.  The  conjunctiva 
bleeds  easily.  In  most  cases  the  cornea  remains  intact,  but,  if 
the  case  is  neglected,  ulceration  will  be  sure  to  commence,  and 
if  the  utmost  care  is  not  taken,  the  eye  will  be  very  quickly 
destroyed. 

Prognosis. — If  a  case  is  seen  in  time,  and  prompt  treatment 
adopted,  a  cure  will  be  quickly  effected,  but  in  neglected  cases 
the  sight  of  one  or  both  eyes  will  probably  be  lost.  Probably 
about  one-third  of  the  blindness  in  this  country  is  caused  by 
this  disease.  Blindness  at  birth  is  an  exceedingly  rare  con- 
dition, and  in  the  vast  majority  of  cases  the  blindness  was 
really  caused  during  the  first  or  second  week  of  life.  Besides 
total  bhndness  of  one  or  both  eyes,  vision  may  be  more  or  less 
impaired  by  the  presence  of  corneal  opacities,  but  these,  fortu- 
nately, clear  up  to  a  large  extent. 

Treat7nent. — .There  are  few  diseases  in  which  prophylactic 
treatment  has  given  better  results.  Prior  to  the  introduction  of 
what  is  known  as  Crede's  method,  the  disease  was  a  scourge 
among  new-born  infants  in  maternity  institutions,  Init,  like 
puerperal  fever,  it  is  now  seldom  seen. 

In  all  cases  of  labour  with  a  vaginal  discharge,  an  antepartum 
douche  of  lysol  should  be  given,  but  this  is  not  sufficient,  and 
besides,  gonorrhoeal  infection  may  be  present  in  the  vagina 
without  any  discharge,  therefore  the  child's  eyes  in  every  case 
should  be  cleansed,  as  soon  as  the  head  is  bom.  If  the  lids  are 
thoroughly  wiped  with  swabs  of  wool  or  i-ag,  wrung  out  of  boiled 
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water,  ui'  a  solution  of  boracic  acid,  or  weak  perchloride,  that  is 
all  that  need  be  done  in  ordinary  private  work,  unless  one  is 
suspicious  of  gonorrhoea.  In  hospital  work  more  energetic 
treatment  has  to  be  adopted.  In  what  is  known  as  Crede's 
method,  the  eyes  are  cleansed  as  soon  as  the  head  is  born,  and 
when  the  child  is  washed,  a  few  drops  of  a  2  per  cent,  solution 
of  silver  nitrate  are  instilled  into  the  eyes.  After  that  the  eyes 
are  carefully  washed  each  time  the  child  is  loathed.  Instead  of 
silver  nitrate,  1  in  2,000  perchloride  of  mercury  solution  is  used 
by  some.  It  should  be  borne  in  mind  that  silver  nitrate  and 
perchloride  of  mercury  are  not  to  be  used  together,  or  a  double 
salt  of  silver  and  mercury  will  deposit  in  a  dense  white  scum 
over  the  cornea. 

The  following  method  has  been  adopted  Ijy  us  in  the  Maternity 
Hospital  :  As  soon  as  the  head  is  born,  the  eyelids  are  carefully 
wiped  with  dry  sterilised  wool,  so  as  to  cleanse  them  before  the 
child  opens  its  eyes.  As  soon  as  the  child  is  born  the  lids  are 
separated,  and  a  drop  of  a  20  per  cent,  solution  of  protargol  is 
instilled  into  each  eye.  So  far  the  result  has  been  very  satis- 
factory.    The  strong  solution  does  not  injure  the  eye. 

When  the  lids  become  inflamed  no  time  must  be  lost,  as  the 
sooner  the  disease  is  attacked  the  better.  Have  the  eyes  well 
washed  with  boracic  solution,  so  as  to  remove  all  discharge. 
This  is  best  done  with  a  douche,  but  swabs  of  wool  do  quite 
well.  If  only  one  eye  is  affected,  be  careful  not  to  allow  any  of 
the  discharge  to  get  into  the  sound  one.  When  the  eye  is  clean 
apply  a  2  or  4  per  cent,  of  silver  nitrate,  or  a  stronger  one  of  20 
per  cent,  of  protargol.  See  that  the  solution  gets  well  into  the 
eyes.  The  best  way  is  to  brush  it  in,  so  that  you  get  into  all 
the  folds  of  the  mucous  membrane.  The  surplus  solution  can 
be  washed  out  with  a  little  salt  water.  Even  when  only  one 
eye  is  affected  put  the  solution  into  both.  In  bad  cases  this 
may  be  done  twice  a  day,  but  once  a  day  is  usually  sufficient. 
The  eyes  should  be  thoroughly  washed  every  few  hours,  using 
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bovacic  lotion.  To  prevent  the. lids  adhering,  a  little  vasehne 
may  be  put  between  them.  The  use  of  the  silver  solution 
should  be  continued  until  the  pus  secretion  stops,  but  the  eyes 
must  be  kept  clean  with  a  mild  antiseptic,  like  boracic  lotion, 
until  every  vestige  of  inflammation  has  subsided.  If  there  is 
corneal  ulceration  a  little  fine  calomel  may  be  dusted  in,  but 
not  along  with  a  silver  solution. 

Among  the  poor  the  utmost  carelessness  is  often  manifested. 
As  soon  as  the  inflammation  begins  to  subside  they  often  stop 
all  applications,  and  a  relapse  usually  results.  I  have  known 
a  case,  which  was  nearly  well,  allowed  to  relapse,  and  one  eye 
destroyed  and  the  other  permanently  damaged,  although  the 
mother  was  warned  what  would  happen  if  she  neglected  to 
wash  the  eyes  with  the  lotion  supplied  to  her.  One  cannot  too 
plainly  point  out  to  such  people  the  terrible  responsibility  which 
rests  upon  them  if  thej^  neglect  such  cases. 

As  the  disease  is  exceedingly  contagious,  the  utmost  care 
must  be  taken  to  guard  against  others  being  infected. 

Erythema  and  Intertrigo.— Many  infants  are  very  subject 
to  irritation  about  the  buttocks  which  may  extend  down  the 
thighs.  The  buttocks  and  thighs  become  an  angry  red  colour, 
and  at  places  excoriations  form.  Every  time  the  child  mic- 
tm-ates  or  defsecates,  great  smarting  is  caused.  The  condition 
usually  arises  from  the  want  of  proper  care  in  changing  the 
child's  napkins  when  they  are  soiled,  but  it  sometimes  occurs 
even  when  the  greatest  care  is  exercised.  It  is  very  prone  to 
occur  in  syphilitic  children,  and  hand-fed  children  are  more 
liable  to  it  than  breast-fed  ones.  The  child  wiU  suffer  greatly, 
especially  when  its  napkins  are  wet. 

Treatment. — ^The  greatest  care  must  be  taken  to  keep  the 
child  as  dry  as  possible.  Its  bowels  must  be  regulated.  Fine 
dusting  powders,  hke  Huxley's,  must  be  freely  used.  For 
bathing  the  parts,  a  thin  gruel  makes  a  good  application.  If 
there  is  a  syphilitic  taint,  mercury  should  be  given  internally, 
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and  a  small  amount  of  calomel  added  to  the  dusting  powder. 
Fuller's  earth  is  largely  used  as  a  dusting  powder,  but  it  is 
rather  coarse  and  may  irritate. 

Syphilitic  Eruptions. — The  commonest  syphihtic  eruption 
is  a  coppery-coloured,  papular  one,  generally  about  the  buttocks, 
but  sometimes  affecting  other  parts.  Fissures  are  liable  to 
form  about  the  anus  and  mouth,  and  condylomata  may  also 
be  seen.  The  child  will  probably  be  puny,  and  it  will  have 
snutHes.  These  indications  manifest  themselves  within  three 
weeks  or  so  of  birth. 

Treatment. — Mercury  should  be  given,  either  internally  or  by 
inunction.     Calomel  should  be  added  to  the  dusting  powder. 

Pemphigus  Neonatorum. — In  most  cases  this  disease  is 
due  to  sjT^hihs.  It  specially  affects  the  soles  of  the  feet  and 
the  palms  of  the  hands,  but  it  may  be  all  over  the  body  and 
face.  It  appears  in  the  form  of  blebs  which  contain  sero-pus. 
These  blebs  soon  break  and  leave  raw  patches.  The  onset  may 
he  within  a  day  or  two  of  birth,  but  in  one  case  I  saw,  the 
blebs  were  present  at  the  time  of  birth,  and  the  child  only  lived 
a  few  hours.  In  tlie  non-syphilitic  form,  a  few  small  blebs  may 
be  seen  on  different  parts  of  the  body,  and  they  soon  dry  up 
after  they  have  burst.  In  bad  cases  the  ailment  is  very  Ukely 
to  prove  fatal. 

It  is  a  contagious  disease,  and  may  easily  be  carried  from  one 
child  to  another.  A  number  of  cases  have  recently  occurred  in 
connection  with  one  of  our  outdoor  departments.  The  con- 
tagion was  probably  carried  on  the  attendant's  apron. 

Treatment. — ^In  the  syphilitic  form,  mercury  should  be  given 
freely,  and  in  the  non-syphilitic,  arsenic. 

Ca.ie  I. — The  child,  at  the  time  of  birth,  was  alcove  the 
average  size  for  a  first  one,  and  appeared  quite  healthy.  The 
mother  was  tubercular.  On  the  thh'd  day  blebs  began  to  form 
on  the  legs,  buttocks,  arms,  face  and  neck.  The  hands  and 
feet  were  affected,  on   botli   palmar  and  dorsal  aspects.     The 
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blebs  quickly  broke  and  left  large  raw  patches.  In  a  daj'  or 
two  the  child  was  in  a  deplorable  state.  The  raw  condition 
about  the  mouth  prevented  it  taking  its  food,  and  the  urine  and 
faeces  caused  great  irritation  to  the  legs  and  buttocks.  Snuffles 
were  also  present.  Fortunately,  death  soon  put  an  end  to  its 
sufferings. 

I  put  it  on  15  min.  doses  of  liq.  hydrarg.  perchlor.,  and  had 
the  parts  dusted  with  oxide  of  zinc  and  calomel. 

The  mother  developed  several  blebs  on  the  outside  of  the 
buttocks. 

Case  II. — The  second  child  of  this  same  patient  when  born 
appeared  quite  healthy,  but  about  the  third  day  small  blebs 
about  the  size  of  split  peas  began  to  appear  on  the  buttocks 
and  legs.  One  appeared  on  the  side  of  the  head,  and  one  or 
two  on  the  arms.  The  feet  and  hands  were  not  affected.  The 
buttocks  became  copper-coloured,  and  there  was  a  slight  attack 
of  snuffles.  The  child  took  its  food  (diluted  cow's  milk)  well, 
and  did  not  seem  to  suffer  much  in  general  health.  The  same 
treatment  was  adopted  as  in  the  first  case,  and  the  condition 
quickly  subsided.  In  about  a  fortnight  it  was  apparently  all 
right. 

The  mother  did  not  show  any  indications  of  syphilis,  except 
the  few  blebs  of  pemphigus  during  the  first  puerperium,  but 
she  was  in  a  weakly  state  of  health.  During  the  second  puer- 
perium she  developed  melancholia  of  a  religious  type,  but 
recovered. 

Haemorrhage  from  the  Cord.^This  may  occm-,  shortly 
after  birth,  from  the  ligature  slipping,  or  becoming  slackened  by 
shrinkage  of  the  cord,  or  at  any  time  during  the  first  fortnight. 
In  the  latter  case  it  is  due  to  infection,  syphilitic  disease  or 
haemophiha. 

Treatment. — Before  the  cord  is  dressed  it  should  be  carefully 
examined  to  see  that  it  has  been  securely  ligatured,  and  if  it  is 
very  thick,  as  is  especially  the  case  with  premature  children, 
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or  if  the  ligature  is  slack,  a  second  ligature  should  be  applied 
nearer  the  bodJ^  In  all  cases  where  a  trained  nurse  is  not  in 
attendance,  I  invariably  apply  a  second  ligatvire.  When  second- 
ary haemorrhage  occurs  from  slipping  or  slackening  of  the 
ligature,  a  fresh  hgature  should,  of  course,  be  applied  at  once. 
One  would  imagine  that  common  sense  would  teach  women  to 
do  this,  but,  as  a  rule,  they  send  for  the  doctor  when  they 
discover  there  is  bleeding,  and  do  not  touch  the  cord.  If  some 
time  elapses  before  the  doctor  can  reach  the  child,  the  chances 
are  that  he  will  find  it  blanched  or  actually  dead.  When  the 
bleeding  occurs  later  in  the  puerperium,  it  is  a  much  more 
serious  condition  to  treat.  Various  styptics,  such  as  tannic 
acid,  perchloride  of  iron,  etc.,  have  been  tried.  The  supra- 
renal extract  should  be  useful  in  these  cases.  Pressure  may 
sometimes  give  good  results,  but  the  softness  of  the  abdomen 
is  a  drawback.  The  best  way  is  to  transfix  the  umbilicus  with 
two  needles,  and  then  put  a  firm  ligature  under  them.  If  the 
case  is  one  of  haemophilia  it  will  probably  prove  fatal,  from 
haemorrhage  into  other  parts  as  well.  In  septic  cases  the 
parts  should  be  sterilised  as  well  as  possible,  and  dressed  with 
a  wet  antiseptic  dressing. 

Tetanus  Neonatorum. — In  tropical  regions  this  disease  is 
very  common,  but  it  is  rare  in  this  climate.  In  the  Island  of 
St.  Kilda,^  however,  it  was  endemic  for  a  long  time,  and  for 
years  nearly  every  child,  born  on  the  island,  died  from  it  within 
the  first  few  days  of  life.  Prior  to  the  discovery  of  the  tetanus 
bacillus,  the  cause  of  the  disease  in  St.  Kilda  vv^as  ascribed  to  the 
diet  of  the  mothers,  which  consists  largely  of  sea  bkds  and  fish. 


'  St.  Kilda  is  au  island  of  the  Outer  Hebrides,  which  lies  about  seventy 
miles  off  the  west  coast  of  Scotland.  For  nearly  nine  months  in  the  year 
il  is  entirely  isolated,  as  it  is  impossible  to  land  on  it  except  in  summer 
weather.  There  is  no  resident  medical  man.  so  the  missionary  has  to  do 
the  best  lie  can  in  times  of  illness.  The  houses  have  nuid  floors,  in  which 
the  bacillus  probablv  lurks. 

38 
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In  1895,  my  friend,  the  late  Dr.  Geo.  A.  Turner,  of  Glasgow, 
who  was  for  many  years  a  medical  missionary  in  Samoa,  gave 
full  instructions  to  the  missionary  on  the  island  as  to  the  proper 
way  to  deal  with  the  stump  of  the  cord,  and  since  then  there 
have  been  no  more  cases.  Dr.  Turner's  instructions  were  that 
all  the  old  baby  clothes  on  the  island  were  to  be  burnt,  and 
entirely  new  outfits  got.  When  the  child  was  born  the  cord 
was  to  be  carefully  washed  with  perchloride  of  mercury  solution, 
then  dusted  well  with  iodoform  powder,  and  a  dressing  of  sal 
alembroth  gauze  applied.  In  the  event  of  fits  coming  on,  the 
missionary  was  instructed  to  give  the  child  1  gr.  of  chloral  three 
times  daily.  Next  year  three  children  were  born,  and  all  sur- 
vived. Since  then  the  same  gratifying  results  have  been 
obtained.  Not  only  have  the  instructions  regarding  the  dress- 
ings been  carried  out,  but,  as  the  people  have  greater  faith  in 
medicine  taken  internally  than  in  anything  applied  externally, 
they  have  also  given  doses  of  chloral,  and  they  will  not  give  it 
up.  They  say  they  never  had  such  good  children  before,  as 
they  never  cry,  and  sleep  most  of  the  time  for  the  first  ten  days 
of  their  lives. 

Tetanus  affects  an  infant  in  the  same  way  as  it  does  an  adult, 
and  will  in  a  very  short  time  prove  fatal. 

Treatment. — Preventative  treatment  is  the  only  thing  that  is 
of  avail.  It  is  most  effectual,  but  it  must  be  applied  from  the 
birth  of  the  child.  It  consists  in  dressing  the  cord  antisepticaUy, 
When  the  disease  has  actually  commenced,  chloral  is  about  the 
only  drug,  except  the  antitetanic  serum,  that  is  of  any  service. 
The  serum  should  be  given  a  trial,  in  a  dose  suitable  to  the  age 
of  the  infant. 

Septic  Infection. — It  is  sm-prising  that  this  is  not  more 
frequent  than  it  is.  It  is  liable  to  take  the  form  of  pyaemia. 
There  may  not  be  very  much  local  manifestation,  but  pus  may 
form  in  different  parts  of  the  body  as  in  the  joints.  It  may  be 
mistaken  for  acute  articular  rheumatism. 
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In  milder  cases  there  is  sorae  redness  and  inflammation,  ex.- 
tending  for  an  inch  or  so  round  the  umbilicus,  but  this  may 
rapidly  spread,  and  involve  the  whole  of  the  abdominal  and  chest 
wall,  and  diffuse  suppuration  occur  under  the  skin.  Metastatic 
abscesses  may  form  in  different  parts.  The  condition  is  of  an 
erysipelatous  nature. 

Prognosis. — In  bad  cases  it  is  exceedingly  grave,  but  in 
mild  cases  the  condition  quickly  subsides  under  appropriate 
treatment. 

Treatment. — Antiseptic  dressing  of  the  cord  will  prevent  it. 
When  it  occurs,  if  the  cord  has  not  separated,  it  should  be 
removed,  and  the  parts  should  be  very  thoroughly  disinfected, 
and  dressed  with  iodoform  and  a  wet  antiseptic  dressing.  Where 
there  is  diffuse  suppuration  the  skin  must  be  freely  incised.  In 
bad  cases  the  child  should  be  freely  stimulated,  with  brandy  or 
whisky,  20  drops  every  few  hours.  Metastatic  abscesses  must 
be  opened  as  soon  as  they  are  detected. 

Non-closure  of  the  Foramen  Ovale. — At  l^irth  the  com- 
munication between  the  right  and  left  side  of  the  heart  should 
1)6  closed  by  the  Eustachian  valve,  l^ut  occasionally  this  does 
not  occur,  and  then  we  have  what  is  commonly  known  as  a 
blue  baby.  The  blood  passes,  to  a  large  extent,  from  the  right  to 
the  left  side  of  the  heart,  instead  of  through  the  lungs,  so  that 
very  little  oxygenation  of  the  blood  occurs.  The  result  is  that 
the  tissues  are  ill  supplied  with  oxygen.  If  the  oxygenation 
is  not  sufficient  to  support  life,  death  ensues  in  a  short  time, 
Imt  in  some  cases  enough  purification  of  the  blood  occurs  to 
preserve  Hfe,  and  the  child  survives  for  a  time,  though  adult 
life  is  rarely  reached. 

Diagnosis. — After  birth,  as  soon  as  respiration  is  fully  estab- 
lished, a  child  should  become  of  a  pinkish  colour,  showing  that 
its  blood  is  being  aerated.  If  it  remains  of  a  dull,  dusky  bluish 
hue,  and  the  hands  and  feet  cold  and  bluish,  the  blood  is  not 
l)eing  purified.      If  the  lungs  have  been  expanded,  the  improper 
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purification  of  the  blood  can  only  be  due  to  patency  of-  the 
foramen  ovale  or  occlusion  of  the  pulmonary  artery. 

Prognosis. — If  the  foramen  does  not  close  within  a  few  hours, 
the  condition  is  a  hopeless  one,  and  the  prolongation  of  the 
child's  life  is  not  desirable,  as.  if  it  lives,  it  will  be  doomed  to 
a  life  of  suffering. 

Treatment.— li  nature  fails  to  cure  the  condition,  there  is 
nothing  you  can  do  to  assist,  except  to  keep  the  child  lying 
perfectly  quiet. 

Spina-bifida. — This  condition  has  akeady  been  mentioned 
in  connection  with  obstructed  labour.  There  is  usually  more 
or  less  of  a  sac,  protruding  through  the  gap  in  the  spine,  a  spinal 
meningocele.  The  sac  consists  of  skin  and  the  spinal  mem- 
branes, and  its  contents,  of  spinal  fluid.  It  may  bm-st  during 
delivery,  or  it  may  be  so  bruised  that  the  skin  will  very  soon 
slough.  In  many  cases  the  child  will  be  still-born,  or  will  die 
shortly  after  delivery,  but,  if  it  is  likely  to  survive,  treatment 
should  be  adopted. 

Treatment. — Formerly  injection  of  the  sac  with  Morton's 
fluid  was  the  usual  method,  but,  of  late  years,  the  much  more 
scientific  method  of  excision  has  given  better  results.  If  there  is 
any  liabihty  to  slough,  the  operation  should  be  done  at  once,  but, 
if  possible,  it  should  be  postponed  until  the  child  is  a  few  months 
old.  When  you  excise  the  sac,  close  the  gap  in  the  spine,  to 
prevent  all  the  cerebro-spinal  fluid  draining  out,  and  then 
carefully  stitch  the  remains  of  the  sac  over  the  opening.  The 
operation  must  he  done  with  strict  aseptic  precautions. 

Sudden  Death  of  the  Child. — -Weakly  children  often  die 
from  atelectasis  within  a  few  hours  or  days  of  bnth,  but  one 
occasionally  meets  with  a  case  in  which  an  apparently  perfectly 
strong  child  dies  suddenly  within  a  few  hours  or  days  of  birth. 
In  my  hospital  cases  I  have  insisted  on  having  a  post-mortem 
examination  in  all  such  cases,  and  in  some  we  have  found  haem- 
orrhages into  the  brain,   but  in  many  there  has  been  nothing 
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on  which  we  could  base  an  opinion  as  to  the  cause  of  death. 
It  has  been  suggested  that  a  sudden  enlargement  of  the  thymus 
may  account  for  the  death  in  some  cases.  So  far,  we  have  not 
been  able  to  come  to  any  definite  conclusion  regarding  this,  but 
there  is  no  doubt  that  in  some  of  the  cases  the  thymus  has  been 
very  large. 

Convulsions  in  the  new-born  infant  are  occasionally  seen. 
I  have  already  referred  to  this  in  connection  with  eclampsia. 
We  have  had  several  cases  in  which  they  have  occurred  in  the 
infants,  once  or  twice  with  fatal  results.  As  I  have  already  in- 
timated, the  child's  urine  will  be  found  to  contain  albumin  from 
the  exciting  cause,  whatever  it  may  be,  acting  on  the  kidneys 
in  exactly  the  same  way  as  it  does  on  the  mother's.  They 
occasionally  occur,  however,  after  difficult  labours,  especially  in 
deliveries  by  the  breech,  presumably  from  cortical  haemorrhages, 
as  in  the  case  on  page  275. 
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INFANT  FEEDING. 

Axioms — Weaning — A  Wet  Nurse — Essential  Elements  of  Food — Require- 
ments of  a  Proper  Food  for  an  Infant — How  to  Prepare  the  Food — 
Pasteurisation  —  Boiling  —  Sterilisation  —  Cream  Mixture— Artificial 
Human  Milk — Bottles. 

At  no  period  is  more  careful  feeding  required  than  during  the 
first  year  of  hfe.  Statistics  show  conclusively  that  two-thirds 
of  the  deaths  of  infants  under  one  year  of  age  are  due  to  diar- 
rhoeal  diseases,  caused  by  improper  feeding,  and  also  that  the 
mortality  among  those  brought  up  on  the  breast  is  compara- 
tively very  small.  The  importance  of  proper  feeding  cannot 
then  be  overestimated.  A  writer  on  this  subject  has  said  that 
"  the  children  of  the  poor  die  from  inferiority  in  methods  of 
feeding  sometimes,  from  inferiority  in  quality  frequently,  and 
from  both  combined  frequently.  The  children  of  the  richer 
classes  are  more  frequently  brought  up  alive,  certainly,  but 
crippled  in  health  from  imperfection  in  the  method  of  feeding." 

In  his  book  on  The  Feeding  of  Infants,  Dr.  Cautley  says  : 
"  Certain  statements  are  so  often  made,  and  are  based  on  such 
a  large  amount  of  facts  and  clinical  evidence,  that  they  may 
be  almost  regarded  as  axioms,  and  may  be  expressed  in  this 
fashion  : — 

"  Axiom  1.  '  Early  mortality  depends  largely  on  diseases  of 
the  digestive  organs.' 

"  Axiom  2.   '  Every  healthy  mother  contributes  to  the  illness 
and  death  of  her  child  bv  refusing  to  nurse  it.' 
(598) 
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"Axiom  3.  'Normal  alimentation  is  especially  important 
during  the  first  few  months  of  life,  and  for  this  period,  at 
any  rate,  breast  feeding  must  be  insisted  on.'  " 

These  axioms  show  how  very  important  it  is  for  every 
mother,  who  is  able,  to  nurse  her  child.  This  is  what  Nature 
intended,  and  Nature  is  not  Hkely  to  have  made  a  mistake. 
There  are,  however,  certain  conditions  under  which  nursing 
would  neither  be  good  for  the  child  nor  for  the  mother,  e.g.,  as 
when  the  mother  is  too  weak,  or  is  suffering  from  severe  con- 
stitutional disease,  especially  if  it  is  of  a  tubercular  nature.  A 
tubercular  woman  should  never  nurse. 

When  the  child  is  born  there  is  not  usually  much  milk  in  the 
breasts,  but  there  is  always  a  small  amount  of  colostrum,  which 
acts  as  a  natural  purgative  to  the  infant.  By  the  second  or 
third  day  active  secretion  will  be  established  in  the  breasts,  and 
there  should  be  plenty  for  the  wants  of  the  little  one.  Eegu- 
larity  in  feeding  must  be  insisted  on  from  the  beginning.  With 
most  children,  every  two  hours  during  the  day,  with  an  interval 
of  five  or  six  hours  at  night,  is  quite  often  enoiigh.  If  it  is  a 
weakly  child,  it  may  require  it  every  hour  and  a  half.  In  a  very 
short  time  it  will  come  to  recognise  its  proper  feeding  time,  but 
if  it  finds  that  by  crying  it  will  get  food,  it  will  soon  form  a 
l)ad  habit.  This  crying  is  not  always  due  to  the  child  being 
hungiy,  but  very  often  from  indigestion,  the  pain  of  which  is 
relieved  for  a  little  by  the  warm  milk  it  gets  from  the  mother, 
only  to  become  worse  afterwards.  As  the  child  gets  older,  the 
intervals  between  the  feedings  must  be  lengthened.  It  should 
not  be  allowed  to  take  its  drink  too  rapidly,  and  it  should  not 
fall  asleep  and  lie  with  the  nipple  in  its  mouth. 

A  nursing  mother  must  always  bear  in  mind  that  she  is 
bound  to  consider  her  child  before  everything  else.  She  must, 
therefore,  study  herself  as  regards  her  diet,  which  must  be 
simple  and  nourishing.  All  excitement  must  be  avoided,  or  the 
milk  will  be  so  altered  that  it  may  have  a  very  deleterious  etiect 
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on  the  child.  No  claims  of  society  must  ever  be  allowed  to 
weigh  against  the  claims  of  the  babe.  The  ideal  mothers  are 
those  who  lead  quiet,  uneventful  lives,  free  from  all  excitement. 
I  am  afraid  they  are  not  as  common  in  the  present  day  as  they 
were  a  generation  or  two  ago. 

Nursing  should  be  continued  for  the  first  nine  or  ten  months. 
In  many  cases  the  mother's  milk  will  not  be  sufficient  for  the 
child's  wants  during  the  last  month  or  two,  so  some  artificial 
food  will  be  required.  Among  the  working  classes,  in  many 
cases,  the  children  are  nursed  far  too  long.  I  have  seen  them, 
as  old  as  two  years,  still  on  the  breast.  It  is  not  good  for  the 
child,  and  it  is  certainly  very  bad  for  the  mother.  If  the  child 
is  very  delicate,  it  may  be  necessary  to  continue  it  at  the  breast 
for  a  month  or  two  longer,  but  it  should  never  be  continued 
beyond  the  twelve  months. 

Weaning. — As  regards  weanhuj,  a  time  should  be  selected 
when  the  child  is  in  good  health,  and  it  should  not  be  done  in 
hot  weather.  In  very  hot  weather,  the  stomach  and  bowels 
are  apt  to  be  deranged  by  the  artificial  food,  and  fatal 
inflammation  of  the  bowels  may  be  set  up.  Weaning  may  be 
accomplished  slowly,  by  lessening  the  number  of  drinks  day 
by  day,  and  increasing  the  artificial  food,  or  it  may  be  done 
suddenly.  The  gradual  method  is  the  better.  A  very  good 
mixture  to  put  it  on  is  one  of  milk,  cream,  sugar  and  barley 
water — -2  oz.  milk,  1  oz.  cream,  1  lump  of  sugar,  and  3  oz. 
barley  water.  If  this  does  not  satisfy  it,  you  can  give  it  an 
ounce  or  two  moi"e,  but  we  shall  have  something  to  say  later 
on  about  the  proper  food  for  an  infant  of  nearly  a  year  old. 

Breast-fed  infants  do  not  always  thrive.  There  may  l)e 
several  causes  for  this  on  the  part  of  the  mother — from  ill 
health,  the  breasts  and  nipples  may  be  affected,  the  milk 
supply  may  be  scanty,  or  in  some  cases  the  milk  may  actually 
disagree  with  the  infant.  The  mode  of  life  of  the  mother,  and 
her  mental  disposition,  may  so  affect  the  milk  as  to  render  it 
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unfit  for  the  child.  Most  of  these  defects  may  he  remedied, 
provided  the  mother  will  devote  herself  to  her  child  entirely, 
but  if  she  will  not  do  so,  it  will  be  Ijetter  to  wean  it,  in  part, 
at  all  events. 

If  a  mother  is  unable  to  nourish  her  child  entirely,  should  she 
continue  to  do  so  in  part  ?  Most  decidedly  she  should.  It  is 
a  great  mistake  to  imagine  that  the  two  forms  of  food  will  dis- 
agree. The  artificial  food  may,  but  the  mother's  milk  will  not, 
in  the  vast  majority  of  cases. 

A  Wet  Nurse.— Now  we  come  to  consider  a  very  important 
point.  If  the  mother  is  unable  to  nurse,  what  is  the  best  sub- 
stitute ?  A  wet  nurse  is  undoubtedly  the  best,  but  it  is  one 
which  only  the  wealthy  can  afford. 

A  wet  nurse  should  be  selected  with  great  care.  She  should 
he  a  perfectly  healthy  woman,  with  well- formed  breasts  and 
nipples,  and  a  plentiful  supply  of  milk.  Her  own  child  should 
be  near  the  same  age  as  the  one  she  is  to  suckle.  Syphilis 
and  tuberculosis  in  any  form  are  the  two  diseases  you  must  be 
specially  on  the  look-out  for.  Syphihs  is  difficult  to  detect  in 
some  cases,  but  although  the  mother  may  show  nothing,  there 
will  probably  be  some  manifestations  of  its  presence  in  her 
infant.  Examine  the  infant  very  carefully  for  snuffles,  cracks 
about  the  mouth  or  anus,  and  a  coppery  rash,  especially  over 
the  buttocks.  If  any  of  these  indications  are  found,  or  if  the 
child  is  only  puny  and  sickly,  the  mother  should  not  be  engaged. 
If  her  own  child  is  not  thriving,  it  is  hardly  likely  that  another 
woman's  child  will  thrive  on  her  milk. 

The  employment  of  wet  nurses  is  becoming  rarer  and  rarer. 
As  they  are  a  luxury  that  only  the  wealthy  can  ati'ord,  most 
children  who  cannot  be  nursed  by  their  mothers  must  be 
brought  up  by  hand. 

In  the  adult,  the  body  requires  a  constant  supply  of  material 
for  various  purposes,  the  chief  of  these  being  for  repair  of  tissues, 
which  are  constantly  changing.      We   must   have   a   constant 
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supply  to  keep  up  secretions,  as  in  digestion,  and  also  fuel  to 
be  burnt  up  in  the  body,  to  supply  heat  and  energy  for  every 
movement  and  action  in  life.  In  children,  in  addition,  there  is 
another  great  need,  namely,  for  the  structure  and  development 
of  new  parts,  as  the  child  is  actively  growing.  The  tissues 
have  to  be  kept  in  repair,  just  as  in  a  full-grown  person,  but,  in 
addition,  a  child  requires  new  building  material,  so  to  speak. 
It  thus  requires  a  more  abundant  supply  of  certain  kinds  of 
material  than  an  adult. 

The  Essential  Elements  of  Food  are  of  Five  Classes: — - 

1.  The  Nitrogenous.  The  chief  of  these  are  the  albuminates 
or  proteids,  found  most  largely  in  animal  foods.  The  best 
examples  are  albumin  of  egg,  the  casein  or  curd  of  milk,  the 
syntonin  of  muscle,  and  the  gluten  of  wheat. 

2.  The  Hydrocarbons  or  Fats. 

3.  The  Carbohydrates,  of  which  starch  and  sugar  are  the 
chief  forms. 

4.  The  Mineral  Elements — salts  of  lime,  potash,  soda,  and 
iron. 

o.   The  most  general  and  largely  used  of  all — Water. 

To  ensure  perfect  health,  an  adult  must  be  fed  on  materials 
drawn  from  each  of  these  five  groups.  He  may  get  on  for  a 
time  without  one  or  other,  but,  if  deprived  of  any  of  them  for 
any  length  of  time,  his  health  will  suffer.  For  perfect  health, 
they  must  be  combined.  The  same  holds  good  for  a  child. 
With  a  child,  as  with  an  adult,  the  albuminate  or  proteid, 
elements  rank  first.  Nitrogen  is  essential  for  every  vital  pro- 
cess in  the  body.  Protoplasm,  which  is  the  centre  of  life  and 
energy  in  every  individual  cell,  is  formed  of  nitrogenous  matters 
and  is  nourished  out  of  them.  Nitrogenous  elements  are  used 
in  the  building  up  of  brain,  nerve,  muscles,  and  glands.  It  is 
quite  clear,  therefore,  that  these  elements  are  of  the  utmost 
importance,  especially  for  a  gi'owing  child,  not  only  to  supply 
the  waste  of  tissues,  but  also  to  build  up  new  structures.     If  a 


INFANT  FEEDING.  603 

child  be  deprived  of  nitrogenous  food  it  will  cease  to  grow,  its 
muscles  become  flabby,  and  it  will  easily  fall  a  prey  to  disease. 

The  second  food  element,  fat,  enters  largely  into  many  of 
the  structures  of  the  body,  and  is  stored  up  in  many  parts  of  it. 
It  serves  as  a  fuel  in  the  body,  just  as  oil  does  in  a  lamp,  or 
coal  in  a  fire,  and  it  keeps  up  the  animal  heat.  It  is  wanted 
for  every  tissue,  especially  for  brain  and  nerve  cells,  and  for 
marrow.  If  there  is  not  enough  of  it  in  the  food,  the  bony 
structures  grow  slowly,  and  are  imperfectly  developed.  The 
deficiency  of  fat  in  the  food  is  one  of  the  chief  causes  of  rickets. 
In  a  cold  climate  much  more  fat  is  required  than  in  a  warm  one. 

The  starch  and  sugar  elements  are  largely  converted  into  fat. 
They  are  not  so  essential  as  the  preceding.  The  Esquimaux, 
for  instance,  get  very  little  of  them,  as  they  live  almost  entirely 
on  animal  food.  They  may  get  a  little  in  summer  from  berries, 
but  that  supply  is  necessarily  very  limited.  Their  children,  of 
course,  get  it  during  infancy  from  the  lactose  in  the  mother's 
milk.  There  is  a  considerable  amount  of  lactose  in  milk,  so  it 
is  a  very  necessary  part  of  the  food  of  an  infant.  There  is  no 
starch  in  milk,  and  this  is  an  element  which  should  not  enter 
into  the  composition  of  a  very  young  child's  food.  Starch  cannot 
be  absorbed  as  starch,  as  a  solution  of  starch  cannot  pass  through 
an  animal  membrane.  It  has  first  to  be  converted  into  sugar. 
This  is  done  by  ptyalin  in  the  mouth,  and  trypsin  in  the  small 
intestines.  For  the  first  few  months  of  its  life  a  child  does  not 
possess  this  ferment,  therefore  to  give  it  starchy  food  is  to 
supply  it  with  a  stone  instead  of  bread.  When  it  begins  to  get 
its  teeth  the  power  gradually  comes  to  it.  A  child  should  not 
have  any  starchy  food  until  it  has  got  at  least  six  teeth,  and 
even  then  only  a  small  amount  should  be  given.  This  is  the 
reason  why  all  the  artificial  foods  are  malted,  as  they  consist 
largely  of  starchy  substances  which  are  changed  by  malting 
them.  This  important  fact  is  constantly  ignored,  among  the 
working  classes  at  least,  as  they  are  in   the  habit  of    giving 
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coniliour,  farola,  etc.,  to  their  youug  infants.  Tliese  things  are 
easily  prepared,  and  look  bland  and  inviting,  but  they  only 
serve  the  purpose  of  irritating  the  stomach  and  intestines,  as 
they  cannot  be  digested. 

The  mineral  elements  are  essential  at  all  times  of  life,  but 
especially  so  to  a  growing  child,  as  they  enter  largely  into  the 
formation  of  the  bones. 

The  last  element,  irater,  is  a  most  important  one.  It  is 
necessary  for  the  solutions  and  secretions,  and  for  building  up 
new  tissues,  which  consist  of  four-fifths  of  water. 

Numerous  experiments  have  shown  that,  in  order  to  keep  an 
adult  body  in  perfect  health,  the  various  elements  should  be 
supplied  in  the  following  proportions  : — 

Proteids  (albumin,  casein,  etc.)  .  .  5 "00 


Fats 

Carbohydrates  (sugar  and  starch) 

Salts 

Water 


3-00 
15-00 

115 
75-85 

100-00 


For  a  child  the  proportions  are  not  the  same.     Human  milk 
may  be  taken  as  the  proper  standard  food  for  an  infant,  and, 
on  analysing  it,  it  is  found  to  contain  approximately  : — ' 
Proteids 3-500 


Fats 

Carbohj'drates 
Salts 
Water 


3-000 

4-000 

•138 

89-362 


100-000 

If  we  study  these  tables  we  see  that  the  adult  should  get  5 
parts  proteid  to  3  of  fat,  while  the  child  should  get  3^  proteid 

}■  Artificial  Feeding   and   Food    Disorders   of  Infants  (Cheadle).      The 
amount  of  proteid  giveu  here  is  much  greater  thau  in  most  other  analyses. 
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to  3  of  fat,  i.e.,  the  proteid  and  fat  in  a  child's  diet  should  be 
nearly  equal,  instead  of  5  :  3,  as  in  the  adult's.  Eoughly 
speaking,  a  tiny  infant  requires  from  a  half  to  three-fourths  as 
much  fat  in  twenty-four  hours  as  a  full-grown  man.  The 
proteid  element  also  requires  to  be  much  higher  in  proportion 
to  the  carbohydrate,  i.e.,  they  are  nearly  equal,  instead  of  as 
o  :  15.  It  is  of  the  utmost  importance  to  remember  that  the 
food  of  a  child  requires  this  large  amount  of  fat.  Milk  is  a 
rich  emulsion  of  fat,  but  this  is  too  often  entirely  forgotten,  and 
children  are  constantly  being  fed  on  foods  destitute  of  this 
important  element. 

So  much  for  the  elements,  but  there  are  certain  other  qualities 
necessary  for  healthy  nutrition.  If  an  adult  is  deprived  of  fresh 
vegetables,  and  is  fed  on  salted  meat  for  any  length  of  time,  he 
will  be  attacked  with  scurvy.  This  antiscorbutic  element  is 
contained  in  human  milk,  and  a  child  on  the  breast  will  never 
get  scm^vy  unless  the  mother  has  the  disease.  Fresh  cow's 
milk  contains  it  also,  but  condensed  milk  loses  some  of  this 
property,  and  so  does  boiled  milk  to  a  slight  extent.  It  is 
absent  from  all  farinaceous  foods. 

The  food  must  contain  a  large  amount  of  animal  matter. 
From  a  purely  vegetable  food  sufficient  proteid  or  fat  cannot  be 
obtained.  A  purely  vegetable  diet  will  cause  a  child  to  be 
anaemic,  flabby,  rickety,  and  scorbutic. 

The  food  must  also  be  in  a  condition  in  which  it  can  be 
absorbed.  The  stomach  of  an  infant  is  only  designed  to  deal 
with  the  bland  and  easily  digested  mother's  milk.  It  cannot 
deal  with  solid  masses. 

As  regards  the  quantity  of  food  a  child  requires,  we  may  be 
guided,  to  a  certain  extent,  by  the  amount  of  milk  secreted  by 
the  mother.  During  the  first  few  weeks  of  suckling,  the  breasts 
yield  about  one  pint  of  milk.  This  gradually  increases,  until, 
by  the  end  of  nursing,  they  will  be  secreting  three  pints.  To 
begin  with,  a  child  should  get  the  equivalent  of  nearly  a  pint  of 
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its  mother's  milk,  and  this  should  be  mcreised.  For  the  first 
month  it  should  be  fed  every  twn  hours,  getting  two  ounces  at 
a  time. 

After  the  first  month,  three  ounces  every  three  hours  should 
be  given.  If  it  is  not  satisfied  with  this,  you  will  have  to  give 
more.  To  a  certain  extent  the  child's  stomach  will  regulate 
the  amount,  by  rejecting  the  surplus.  To  an  infant  vomiting  is 
not  a  disturbing  occurrence  as  it  is  to  an  adult.  The  milk 
simply  wells  up  without  any  discomfort.  This  is  a  merciful 
dispensation,  otherwise  there  would  be  a  vast  deal  of  suffering 
among  them,  as  the  majority  of  hand-fed  infants  are  allowed 
to  take  far  too  much  at  a  time.  The  stomach  of  a  new-born 
infant  is  a  very  small  organ,  and  only  holds  about  three-fourths 
of  an  ounce  when  undistended. 


Eequirements  of  a  Proper  Food  for  .\n  Inf.\nt. 

1.  It  must  contain  the  different  elements  in  the  proper  pro- 
portions, as  they  are  contained  in  human  milk. 

2.  It  must  contain  the  antiscorbutic  property. 

3.  The  proper  quantity  for  twenty-four  hours  must  represent 
the  nutritive  value  of  from  1  to  3  pints  of  human  milk,  according 
to  the  age  of  the  child. 

4.  It  must  not  be  purely  vegetable,  but  must  contain  a  large 
quantity  of  animal  matter. 

5.  It  must  be  in  a  form  suited  to  the  digestion  of  the  infant, 
and  at  a  suitable  temperature  (100°  F.). 

6.  It  must  be  fresh  and  sound. 

Cow's  milk  is  what  is  usually  substituted.  It  fulfils  all  the 
conditions  as  regards  containing  the  different  elements,  it  is  an 
animal  matter,  and  also  has  the  antiscorbutic  property.  The 
pure  milk  contains  a  great  proportion  of  the  elements,  especially 
of  the  proteids.  There  is,  however,  this  drawback,  and  a  very 
serious  one  it  is,  r/,?.,  that  it  forms  a  verv  much  denser  curd 
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than  human  milk,  so  that  the  stomach  of  the  infant  is  unable 
to  deal  with  it  in  an  undiluted  form. 

Goat's  milk  is  sometimes  used,  but  its  curd  is  denser  than 
that  of  cow's,  so  it  is  even  less  suitable. 

Ass's  milk  forms  a  very  Ught  curd,  and  it  is  very  suitable 
for  delicate  children.  The  elements  in  it  are  in  less  proportion 
than  in  human  milk,  except  the  sugar,  which  is  greater.  Ass's 
milk  is  difficult  to  obtain,  and  is  therefore  little  used. 

To  obviate  the  difficulty  regarding  the  density  of  the  curd, 
cow's  milk  is  given  in  a  very  dilute  form,  viz.,  one  part  milk 
and  two  parts  water.  This  reduces  all  the  elements  very  much, 
so  that  to  get  the  proper  amount  the  child  would  require  to  take 
nearly  three  pints  of  this  mixture  in  twenty-four  hours,  which 
is  far  too  much.  As  a  matter  of  fact,  many  children  do  very 
well  on  from  1  pint  to  1^  pints  of  this  for  the  first  month,  and 
then  the  water  element  can  be  decreased  gradually.  The 
carbohydrate  or  sugar  element  is  always  increased  by  adding 
sufficient  sugar  to  make  the  mixture  sweet.  Milk  sugar  is  the 
proper  form  to  use,  but  ordinary  cane  sugar  does  very  well.  The 
other  elements  can  also  be  increased.  For  the  proteid  elements 
raw  meat  juice  can  be  added,  and  for  the  fat  we  have  an  excellent 
substance  at  hand,  viz.,  cream,  which  is  almost  pure  fat.  Some- 
times cod-liver  oil  is  used  if  cream  cannot  be  obtained,  but,  if 
you  can  get  milk,  of  course  cream  can  also  be  got. 

As  I  have  already  said,  the  massive  curd  of  cow's  milk  is  the 
one  great  drawback  to  it.  Diluting  with  water  does  not  over- 
come this  satisfactorily,  but  there  are  other  expedients.  By 
some  authorities  boiled  milk  is  said  to  give  a  less  dense  curd  than 
unboiled.  If  barley  water  be  added  instead  of  ordinary  water, 
the  curd  is  much  lighter.  Lime  water  has  the  same  effect. 
The  addition  of  Hme  water  is  very  necessary  for  another  reason, 
viz.,  to  render  the  milk  alkaline,  to  correspond  with  the  mother's 
milk.  Cow's  milk  very  quickly  becomes  acid.  Bicarbonate  of 
soda  is  sometimes  used  for  the  same  purpose,  and  it  also  makes 


6o8  CLINICAL  OBSTETRICS. 

the  curd  lighter,  but  it  should  not  be  used  to  any  extent,  as  it 
may  have  a  very  injurious  effect  on  the  child's  digestion. 

By  peptonising  the  milk  the  cm-d  is  got  rid  of  entirely,  but 
this  is  a  form  which  should  only  be  used  in  an  emergency,  and 
not  for  any  length  of  time,  because  if  you  predigest  the  food  the 
stomach  will  lose  from  disuse  the  power  of  doing  its  work 
properly. 

Condensed  milk,  when  properly  diluted,  gives  a  very  fine 
curd.  Many  children  are  brought  up  on  it,  and  some  of  them 
get  very  fat  and  thrive  well,  but  as  a  rule  it  is  not  a  good  form 
of  food.  It  is  deficient  in  fat,  and  has  far  too  much  sugar  in  it, 
while  the  antiscorbutic  property  is  wanting.  Another  drawback 
is,  that  different  tins  of  it  vary  very  much  in  composition,  and 
it  is  too  often  "^made  from  skim  milk.  It  is  useful  on  sea 
voyages.  Condensed  skim,  or  separated,  milk  should  never  be 
used.  The  fat  is  practically  all  removed  from  it,  and  it  is 
therefore  absolutely  useless  as  a  food  for  an  infant. 

The  order  in  w^hich  these  different  mixtures  may  be  ranked 
as  regards  the  digestibilit}^  of  the  curd  is  : — 

1.  Peptonised  milk  (only  to  be  used  in  an  emergency). 

2.  Cow's  milk,  with  barley  water. 

3.  Cow's  milk,  with  Hme  water. 

4.  Condensed  milk. 

5.  Cow's  milk,  with  bicarbonate  of  soda. 

How  TO  Prep.^re  the  Food. 

First,  a  word  about  "  one  cow's  milk,"  which  many  dairies 
advertise.  Milk  from  one  cow  is  all  right,  if  you  are  living  in 
the  country,  and  know  about  your  cow.  Some  cows  give  much 
richer  milk  than  others,  and  it  will  be  all  right  if  the  cow  happens 
to  be  a  good  one,  but  the  chances  are  just  as  great  that  her  milk 
may  be  poor.  It  is  far  better  to  take  milk  from  the  ordinary 
mixed  milks,  as,  at  all  events,  it  will  be  sure  to  be  an  average 
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milk.     If  the  cow  is  kept  in  the  city,  you  had  better  not  have 
anything  to  do  with  the  milk. 

We  speak  about  getting  pure  milk,  but,  from  a  bacteriological 
point  of  view,  I  am  afraid  there  is  no  such  thing  as  absolutely 
pure  milk  supplied.  You  are  all  familiar  with  the  ordinary 
methods  of  milking,  which  is  usually  done  in  a  more  or  less 
dirty  byre.  Milk  is  one  of  the  finest  media  we  have  for  micro- 
organisms to  grow  in,  and  it  is  frequently  the  source  of  disease. 
It  will  not  keep  sweet  for  any  length  of  time.  Changes  begin 
in  it  as  soon  as  it  is  exposed  to  the  air.  All  milk  contains 
numerous  micro-organisms.  There  are  no  less  than  700  different 
species  of  milk  bacteria,  150  being  dairy  bacteria.  Many  of 
these  produce  a  mature  growth  in  twenty  minutes,  which,  in 
turn,  produces  its  family  twenty  minutes  later.  They  quickly 
give  rise  to  changes  in  the  milk,  as  souring  and  curdling,  and 
render  it  unfit  for  a  child,  as  it  will  derange  the  stomach,  and 
set  up  severe  diarrhoea  and  vomiting.  Deleterious  changes  may 
take  place  in  it  which  cannot  be  detected  by  taste,  smell,  or 
sight.  The  milk  may  contain  the  germs  of  scarlet  fever, 
typhoid,  diphtheria,  or  tuberculosis.  Some  method  must  be 
adopted,  then,  to  prevent,  or  at  all  events,  minimise  the  risks. 
There  are  three  chief  processes. 

1.  Pasteurisation. — This  process  consists  in  raising  the  milk 
to  a  high  temperature  (70°  C.  or  158°  F.),  and  keeping  it  at  this 
temperature  for  at  least  half  an  hour,  and  then  cooling  it  down 
rapidly.  There  are  various  different  forms  of  apparatus  for 
doing  this.  It  can  easily  be  done  with  an  ordinary  saucepan, 
the  milk  being  placed  in  a  clean  bottle  stopped  with  cotton 
wool.  The  pan  is  filled  with  water  as  high  up  as  the  milk  in 
the  bottle.  It  is  placed  on  the  fire  and  heated  until  the  water 
reaches  155°  F.,  at  which  temperature  it  is  kept  from  twenty  to 
thirty  minutes,  and  then  cooled  rapidly. 

2.  Boiling  the  milk  is  a  simple  method.  It  should  be  placed 
in  a  clean  saucepan,  .and  brought  to  the  boil.     It  should  be 
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kept  in  a  cold  place,  preferably  in  a  refrigerator,  and  carefully 
covered  up.  A  very  good  plan  is  to  place  each  meal,  mixed  in 
proper  proportions,  in  a  clean  soda  water  bottle  and  plug  it 
with  clean  cotton  wool.  Several  of  these  can  be  prepared  at 
once.  They  should  then  be  placed  in  a  wire  stand,  which  will 
keep  them  off  the  bottom  of  the  pan,  which  is  filled  up  to  the 
necks  of  the  bottles.  The  whole  is  boiled  for  half  an  hour,  and 
then  taken  off  the  fire  and  allowed  to  cool.  The  bottles  should 
then  be  put  in  a  refrigerator.  If  you  put  them  into  the 
refrigerator  hot,  they  will  likely   burst. 

There  are  certain  objections  to  boiling  the  milk.  It  alters  the 
taste  and  smell  (but  if  the  child  has  never  had  anything  but 
boiled  milk  it  will  not  object).  It  coagulates  to  a  slight  extent, 
and  thus  a  small  proportion  of  the  nourishment  is  lost.  On  the 
other  hand,  it  forms,  according  to  some  authorities,  a  finer 
curd  than  unboiled  milk,  which  is  a  distinct  advantage. 

3.  Sterilisation  by  steam  is  the  third  method.  The  milk, 
contained  in  suitable  bottles,  is  subjected  to  the  influence  of 
superheated  steam  for  twenty  or  thirty  minutes.  There  are 
numerous  sterilisers  on  the  market.  Some  of  them  are  devised 
so  as  to  sterilise  each  meal  separately  in  a  bottle  of  its  own, 
doing  a  sufficient  number  for  the  day  at  once.  The  food  is 
heated  when  wanted,  and  given  directly  from  the  bottle. 

Pasteurised  or  steriHsed  milk  is  now  sent  out  by  some  of  the 
dairies,  in  hermetically  sealed  bottles.  For  safety  to  the  child, 
then,  it  is  necessary  either  to  boil,  sterilise,  or  pasteurise  the 
milk.  Boiling  it  is  the  easiest  method  of  all,  and  the  one  that 
can  be  carried  out  under  any  circumstances. 

For  a  new-born  infant  the  proportions  are  :  One  part  of  milk, 
two  parts  of  water,  which  should  have  been  boiled,  and  a  little 
sugar — milk  sugar  is  the  proper  kind,  but  cane  sugar  does  well 
enough.  This  is  given  slightly  warmed.  A  little  lime  water 
should  be  added  to  each  portion,  so  as  to  render  it  alkaline. 
If  barley  water  is  used  instead  of  plain  water,  it  makes  a  better 
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mixture.  This  mixture,  as  we  have  ah-eady  seen,  is  weak  in 
all  its  ingredients.  To  overcome  that,  cream  mixtures  are 
used,  so  as  to  increase  the  amount  of  fat,  which  is  so  essential. 
Instead  of  this,  the  following  mixture  may  be  used  :  Boiled 
milk,  1  tablespoonful ;  cream,  1  to  2  teaspoonfuls  ;  boiled  water, 
or  barley  water,  2  to  2.^  tablespoonfuls ;  sugar,  one  small  lump; 
lime  water,  1  teaspoonful.  The  lime  water  should  not  be 
boiled,  but  should  be  added  when  the  milk  has  cooled  down. 
If  the  child  is  not  satisfied,  it  should  have  more  of  the  mixture 
in  the  same  proportions.  After  the  first  month,  the  amount 
of  milk  and  cream  should  be  increased  and  the  water  gradually 
lessened. 

Cream  Mixture,  ready  prepared,  can  be  got  from  some  of  the 
dairies.  It  can  be  easily  prepared  at  home.  Take  one  pint 
good  milk  and  add  an  equal  quantity  of  water,  strain  and  put 
in  a  clean  dish  with  a  tap  or  a  small  hole  with  a  cork  in  it, 
near  the  bottom  ;  let  it  stand  for  an  hour  in  summer  and  two 
hours  in  winter  ;  then  draw  off  the  lower  half.  What  is  left 
will  contain  the  cream.  It  should  be  boiled,  and  before  feeding 
you  add  a  httle  lime  water  and  sugar.  If  it  is  found  too  rich, 
it  should  be  diluted  further. 

What  is  known  as  artificial  huiiuin  viilk  is  now  being  sup- 
plied by  some  of  the  large  dairies.  It  can  be  made  at  home 
quite  easily.  Let  the  milk  stand  until  the  cream  has  risen, 
then  skim  the  cream  off.  Divide  the  skim  milk  into  two  equal 
portions,  and  to  one  of  these  add  sufficient  rennet  to  curdle  it. 
Strain  the  whey  from  the  curd,  then  mix  the  whey,  the  skim 
milk,  and  the  cream  together.  The  curd  is  thrown  away. 
This  mixture  is  easily  digested,  as  it  only  contains  half  as  much 
curd  as  ordinary  cow's  milk,  but  it  is  not  identical  in  quality 
with  human  milk,  as  there  is  too  little  proteid.  It  does  not 
keep  long,  so  should  be  freshly  prepared  daily. 

There  are  different  forms  of  bottles  used  for  administering  the 
food.     The  one  most  usually  employed  has  a  long  tube,  but  it 
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is  a  very  bad  form.  It  is  most  tlifficult  to  keep  clean,  and  there 
is  always  a  temptation  to  leave  the  child  in  its  cot  with  the 
bottle  by  its  side,  with  the  result  that  it  will  greedily  empty  it, 
and  then  j^o  on  swallowing  air  until  the  stomach  is  overdis- 
tended,  and  a  bad  attack  of  colic  will  follow.  The  best  form  of 
bottle  is  one  in  which  the  teat  is  slipped  on  the  end.  It  is 
easily  kept  clean,  and  the  child  must  be  held  on  the  knee  while 
it  is  taking  its  drink.  The  bottle  should  be  tilted  sufficiently  to 
keep  the  teat  full,  and  not  to  allow  of  air  being  swallowed,  and, 
as  soon  as  the  drink  is  finished,  the  teat  should  be  taken  from 
the  baby's  mouth.  The  bottle  should  then  be  thoroughly 
washed  and  kept  standing  in  a  soda  or  boracic  acid  solution. 
At  least  two  bottles  are  necessary.  It  is  of  the  utmost  impor- 
tance to  keep  them  perfectly  clean.  If  the  least  quantity  of 
sour  milk  is  given  to  the  child,  fermentation  will  be  set  up  in 
the  stomach,  and  an  attack  of  inflammation  be  brought  on.  In 
hot  weather  it  requires  very  great  caution  to  avoid  this.  A  so- 
called  "  pacifier  "  should  never  be  given  to  a  child  to  keep  it 
quiet. 

Besides  cow's  milk  there  are  many  other  forms  of  artificial 
food  used,  and  some  of  them  give  excellent  results.  Many  of 
them  are  purely  vegetable,  and  for  that  reason  they  should 
never  be  used  alone.  Only  those  which  are  to  be  added  to 
milk  are  to  be  used.  They  do  admirably  after  the  first  few- 
months.  When  a  child  has  cut  a  number  of  its  teeth,  a  certain 
amount  of  starchy  food  can  be  given  to  it  once  a  day,  such  as 
boiled  bread  and  milk,  or  finely  made,  well-boiled  porridge. 
When  it  comes  to  be  about  a  year  old,  it  may  have  porridge 
and  milk  in  the  morning,  and  at  noon  mashed  potatoes  and 
gravy,  occasionally  beef  or  chicken  tea,  soft  boiled  egg,  or  milk 
pudding,  and  of  course  milk  to  drink,  with  some  barley  water. 
For  its  afternoon  meal,  bread  and  milk,  or  bread  and  butter. 
At  bed  time,  milk  and  biscuit,  or  perhaps  porridge  again. 
After  eighteen  months  of  age  it  may  have  a  little  meat  or  fish, 
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and  a  little  cocoa  may  be  added.  Milk  should  enter  largely 
into  the  diet  of  a  child  for  the  first  six  or  seven  years  at  least. 
There  is  nothing  better  than  porridge  and  milk  for  the  breakfast 
of  a  gi'owing  child.  The  food  should  be  given  at  regular  and 
stated  intervals,  and  eating  at  odd  times  should  not  be  allowed. 
Fruit,  such  as  the  pulp  of  grapes,  may  be  given  to  a  year  old 
child,  and  a  little  later  on  ripe,  cooked  or  uncooked,  simple 
fruits  are  beneficial.  Green  or  over-ripe  fruit  should  never  be 
given.  As  regards  sweets,  the  fewer  children  have  the  better 
for  them.  Stimulants  should  never  be  given  unless  in  a  time 
of  illness. 
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STATISTICS  OF  THIRTY  YEARS'  WORK  (1869  TO  1898  IN- 
CLUSIVE) IN  THE  OUTDOOR  AND  INDOOR  DEPARTMENTS 
OF  THE  GLASGOW  MATERNITY  HOSPITAL. 

The  following  statistics  have  been  compiled  from  the  Journals 
of  the  Glasgow  Maternity  Hospital.  They  represent  the  full- 
time  and  premature  labours  attended  in  the  outdoor  and  indoor 
departments  of  the  hospital  for  thirty  years,  from  1869  to  1898 
inclusive.  The  abortions  and  miscarriages  have  not  been  in- 
cluded, only  labours  with  viable  children.  Three  periods  of  ten 
years  are  dealt  with  in  each  department.  The  thirty  years' 
work  of  each  department  is  combined  in  two  tables,  and  finally 
the  whole  work  is  summed  up  in  one  table.  The  labours  are 
classified  according  to  their  numbers  from  one  to  twenty,  and 
the  ages  of  the  patients  are  divided  into  five-year  periods 
beginning  at  fifteen  and  ending  at  fifty-five.  The  married  and 
single  have  been  kept  separate.  The  fatal  cases  are  tabulated 
in  the  small  columns  to  the  left  of  the  others.  I  have  had  to 
omit  perhaps  500  or  600  cases  where  the  age  or  number  of  the 
confinement  has  not  been  noted,  but  none  of  these  were  fatal 
ones.  The  causes  of  death  are  recorded  under  two  headings — 
(1)  Causes  primarily  due  to  parturition,  and  (2)  Causes  not 
primarily  due  to  parturition.  Under  the  first  heading  I  have 
included  the  few  cases  in  which  no  cause  of  death  was  given. 
Some  of  these  probably  belong  to  Class  2,  but  their  number  is 
so  small  that  they  do  not  much  influence  the  final  result. 

The  operative  cases  and  the  serious  complications  have  also 

been  tabulated.     The  fever  cases  and  some  of  the  septicaemia 

ones   were   transferred   to   the   Fever   Hospital.     Through   the 

kindness  of  Dr.  Dick,  a  former  Maternity  resident,  I  have  been 
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able  to  trace  nearly  all  the  septic  cases,  especially  those  of  the 
last  ten  years.  The  fatal  ones  have  been  included  in  the  lists. 
The  typhus  and  scarlet  fever  cases  I  have  not  traced,  but  as 
they  are  diseases  unconnected  with  parturition  their  omission 
is  of  small  consequence. 

The  records  of  the  cases  have  on  the  whole  been  faithfully 
kept,  but  of  course  there  are  bound  to  be  some  errors.  I  have 
been  most  particular  about  the  fatal  ones,  and  they  are  the 
ones  which  w^ould  be  sure  to  be  recorded.  As  the  entire  work 
has  been  done  by  myself,  I  can  speak  with  some  confidence  as 
to  the  tables  being  as  nearly  accurate  as  one  can  get  them. 

To  discuss  the  cases  properly  an  entire  volume  would  be 
necessary,  but  as  space  is  limited  I  shall  merely  point  out  a 
few  of  the  outstanding  features  and  leave  the  tables  to  speak 
for  themselves. 

The  outdoor  cases  are  the  more  valuable  of  the  two,  as  the 
conditions  under  w^hich  the  work  is  done  more  nearly  approach 
those  of  ordinary  private  midwifery  work  than  those  of  the 
indoor.  The  patients  are  attended  at  their  own  houses  by 
nurses,  students,  and  young  graduates,  who  do  their  work 
under  the  supervision  of  the  outdoor  house  surgeons.  The 
abnormal  cases  are  dealt  with  by  the  house  surgeons  and  dis- 
trict accoucheurs,  and  exceptionally  difficult  cases  are  trans- 
ferred to  the  hospital,  or  are  dealt  with  at  home  by  one  of 
the  chief  physicians. 

A  study  of  the  tables  brings  out  some  very  interesting  facts. 
We  shall  take  the  outdoor  ones  first. 


No.  of  Cases. 

Tot.ll  Fatal. 

Approximate  Proportion 

1st  decade, 

8,553 

60 

1   in  142 

2nd      „ 

12,402 

72 

1  in  172 

3rd      „ 

20,156 

56 

1  in  860 

41.111 

188 

1  in  218 

This  shows  a  remarkable  fall  in  the  death  rate. 

If  we  take  the  deaths  due  primarily  to  parturition,  we  see 

much  more  striking  improvement. 
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Xo.  of  Casus.                 Fatal.  Approxiinaie  Proportion. 

1st  decade.                      8,553                     46  1  in  186 

^nd      „                          12,402                     52  1  in  238 

Srd       „                         20,156                    39  1  in  517 

41,111                    137  1  in  300 

Of  these  137  deaths,  46  were  due  to  septicaemia,  viz.  :  — 


No.  of  Cases. 

Fatal. 

Approximate  Proportion. 

1st  decade, 

8,553 

18 

1  in     475 

2nd      „ 

12,402 

14 

1  in     886 

3rd       „ 

20,156 

14 

1  in  1440 

41,111 

46 

1  in     894 

This  is  a  most  gratifying  result,  because  it  has  been  fre- 
quently pointed  out  that  puerperal  septicaemia  throughout  the 
country  generally  is  almost,  if  not  quite,  as  fatal  as  it  was  before 
the  introduction  of  antiseptics.  In  our  next  ten  years  I  am 
convinced  that  there  will  be  a  much  greater  improvement. 

If  we  consider  the  total  cases  (Table  IV.)  we  find  there  were 
41,111  with  188  deaths  (1  in  218)  ;  of  these  137  or  73  per  cent, 
were  primarily  due  to  parturition  (1  in  300),  and  of  these  latter 
46  or  25  per  cent,  were  due  to  septicsemia  (1  in  894).  Taking 
the  married  and  single  separately,  we  find  37,338  married  with 
164  deaths  (1  in  227),  and  of  those  primarily  due  to  parturition 
118  or  72  per  cent.  (1  in  316).  Of  the  3,773  single  ones  24 
were  fatal  (1  in  157),  and  19  or  79  per  cent,  primarily  due  to 
parturition  (1  in  200).  As  one  would  expect,  the  death  rate 
among  the  single  is  considerably  higher  than  among  the 
married. 

It  would  be  interesting  to  study  the  death  rate  according  to 
the  age  and  number  of  confinements,  but  we  cannot  go  into 
that  at  present.  I  merely  wish  to  point  out  that  the  rate  is 
very  high  in  primiparae  (1  in  145  among  the  married  and  1 
in  137  among  the  single),  and  it  then  falls  among  the  married 
until  we  reach  the  eleventh  labour,  when  there  is  a  very  marked 
rise  ;  the  thirteenth  comes  next,  and  then  the  twelfth.  Among 
the  single,  nineteen  out  of  the  twenty-four  deaths  occurred 
among  the  primiparae. 
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We  might  take  up  the  different  causes  of  death  and  compare 
them  during  the  different  decades  ;  but  I  shall  only  deal  with 
two,  viz.,  secondary  postpartum  haemoi'rhage  and  rupture  of 
the  uterus.  During  the  first  decade  secondary  postpartum  hae- 
morrhage occurred  seven  times  with  five  deaths ;  during  the  second 
there  were  four  cases,  and  during  the  third  three,  without  any 
deaths.  This  clearly  shows  a  decided  improvement  in  the  con- 
ducting of  the  third  stage  of  labour,  and  also  in  the  treatment 
of  postpartum  haemorrhage.  The  use  of  the  hot  douche  has 
undoubtedly  saved  more  lives  than  the  cold  one.  There  is  a 
marked  improvement  in  the  results  of  the  treatment  of  primary 
postpartum  haemorrhage  during  the  third  decade  when  the  hot 
douche  was  freely  used.  As  regards  rupture  of  the  uterus,  there 
were  two  in  the  first  decade,  and  very  probably  a  third  one 
which  is  entered  as  a  death  from  shock.  As  the  patient  died 
a  few  minutes  after  version  of  a  hydrocephahc  child  which  for- 
ceps had  failed  to  extract,  I  think  rupture  had  likely  occurred. 
In  the  second  and  third  decades  there  were  nine  at  least  treated, 
to  a  finish,  at  their  own  homes.  There  was  a  case  of  spon- 
taneous rupture  in  the  third  decade  which  was  transferred  to 
the  hospital  and  is  included  among  the  indoor  cases.  All 
were  fatal. 

In  considering  the  operative  work  we  learn  that  the  forceps 
was  applied  nearly  twice  as  frequently  during  the  second  and 
third  decades  as  dm'ing  the  first.  Craniotomy  was  done  more 
frequently  during  the  middle  decade.  The  proportion  of  crani- 
otomies is  very  small  considering  the  large  amount  of  rickets 
present  in  Glasgow.  The  explanation  of  the  small  number 
during  the  last  ten  years  is  due  to  the  fact  that  such  cases 
are  usually  transferred  indoor.  Married  women  used  to  object 
to  come  in,  as  the  hospital  in  the  olden  days  had  a  very  bad 
reputation.  Happily  that  is  now  becoming  a  thing  of  the 
past.  The  proportion  of  outdoor  operative  cases,  taking  them 
all  round,  is  not  a  very  large  one.  When  we  come  to  consider 
the  operative  work  done  indoors  we  shall  find  the  very  opposite 
to  be  the  case. 
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The  indoor  cases  are  fewer  in  number,  but  the  death  rate  is 
exceedingly  high.  From  the  nature  of  the  cases  dealt  with 
it  could  not  be  otherwise.  I  have  already  stated  that  a  good 
many  of  the  most  difficult  cases  are  brought  in  from  the  out- 
door department.  Besides  these  we  have  many  exceedingly 
bad  cases  sent  in  by  private  practitioners  in  Glasgow  and  its 
immediate  neighbourhood,  and  also  from  the  various  towns 
in  the  West  of  Scotland.  As  a  rule,  these  cases  only  reach 
us  after  they  have  been  long  in  labour,  and  in  many  cases 
after  repeated  attempts  have  been  made  to  deliver  them.  As 
illustrative  of  this  take  the  eight  cases  of  ruptured  uterus  in 
the  third  decade.  Six  were  sent  to  us  in  a  hopeless  condition, 
in  fact  one  died  a  few  minutes  after  admission.  Of  the  other 
two,  one  was  a  case  of  spontaneous  rupture,  already  referred  to 
as  having  occurred  in  the  outdoor  department,  while  the  re- 
maining one  alone  occurred  in  the  hospital.  This  was  a  case 
of  contracted  pelvis  delivered  by  antero-posterior  forceps.  The 
promontory  perforated  the  back  of  the  lower  uterine  segment. 
In  the  same  way  a  good  many  cases  of  eclampsia  and  ante- 
partum haemorrhage  come  to  us  practically  moribund.  By 
rights  these  deaths  should  not  be  entered,  but  it  has  always 
l)een  the  custom  to  do  so.  If  we  followed  the  method  usually 
adopted  in  general  hospitals  of  not  counting  such  deaths,  our 
death  rate  would  be  much  diminished.  In  the  first  decade  the 
patients  were  treated  in  the  old  hospital  which  stood  on  the 
same  site  as  the  present  one.  It  was  pulled  down  in  1879  and 
the  present  one  put  in  its  place.  The  old  building  was,  I 
believe,  unsuitable  in  many  ways.  The  present  one,  which 
was  opened  in  January,  1881,  falls  far  short  of  the  require- 
ments of  the  present  day.  The  labour  rooms  are  far  too  small, 
there  is  no  operating  theatre,  and  no  isolation  ward  for  septic 
cases.  I  believe  the  old  building  was  condemned  because  of 
so  many  of  the  cases  becoming  septic.  If  stone  and  lime  were 
at  fault  the  new  building  should  have  been  free  from  this,  but  a 
study  of  the  cases  treated  during  1881  shows  the  same  series 
of  high  temperature,  with  occasional  fatal  cases  of  sepsis,  as 
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occun-ed  before.  This  condition  of  matters  continued  more  or 
less  until  in  1896  five  cases  of  sepsis  were  removed  to  the  fever 
hospital  in  one  week,  and  there  were  many  cases  of  high  tem- 
peratures in  the  hospital.  Overcrowding  was  generally  blamed, 
and  efforts  were  made  to  restrict  the  numbers  admitted.  Every 
antiseptic  precaution  was  adopted  during  labour,  and  it  seemed 
quite  evident  to  me  when  I  took  charge  of  the  hospital  in 
December,  1896,  that  the  patients  were  being  infected  in  the 
wards.  Napkins  to  receive  the  lochial  discharges  were  used 
over  and  over  again.  They  were  of  course  washed,  and  were 
supposed  to  be  boiled.  I  had  two  of  the  supposed  boiled 
napkins  tested  bacteriologically,  and  staphylococci  were  found 
in  both.  My  suspicions  were  confirmed,  and  the  explanation 
of  the  high  temperatures  made  plain.  A  steriliser  was  at  once 
fitted  up,  and  since  then  everything  which  comes  in  contact 
with  the  patients  has  been  sterilised.  Sterilised  wool  napkins 
are  now  used,  and  burned  when  soiled.  The  most  rigid  aseptic 
precautions  are  adopted  during  the  labour  and  the  puerperium. 
During,  or  immediately  after  labour,  douching  is  never  done, 
except  in  operative  cases,  cases  of  postpartum  haemorrhage, 
cases  with  a  septic  vaginal  discharge,  and  when  there  is  a 
macerated  foetus.  Vaginal  examinations  are  made  as  seldom 
as  possible,  and  only  after  the  patient's  external  genitals  have 
been  thoroughly  cleansed.  The  examiner's  hands  and  forearms 
are  rendered  as  aseptic  as  possible,  and  only  lysol  is  used  as 
a  lubricant.  All  instruments  are  boiled  immediately  before 
being  used.  The  result  is  that  we  now  rarely  have  rises  of 
temperature  from  septic  absorption,  in  the  cases  we  have  had 
to  deal  with  from  the  first.  If  the  case  has  been  examined 
outside  without  the  external  genitals  having  been  cleansed  we 
often  find  a  slight  rise.  We  have  had  septic  cases,  but  during 
the  last  three  and  a  half  years  we  have  only  sent  one  septic 
case  to  the  fever  hospital,  and  she  was  septic  on  admission. 
Intra-uterine  douching  during  the  puerperium  is  hardly  ever 
necessary.  In  1896  it  was  being  done  almost  daily.  As  re- 
gards overcrowding,  during  last  year  we  treated  more  patients 
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in  the  hospital  thaii  in  any  previous  year,  and  this  year  shows 
a  marked  increase  over  last. 

We  shall  now  examine  the  indoor  cases. 


No.  ..f  Cases. 

Total  Fatal. 

Aim 

>roxiinate  Fiopo 

1st  decade, 

2,960 

51 

1  in  58 

2ud      „ 

2,897 

63 

1  iu  46 

3rd       „ 

4,322 

99 

1   ill  44 

10,179  218  1  in  48 

This  shows  a  marked  rise  in  the  death  rate. 

If  we  take  the  deaths  primarily  due  to  parturition,  we  find 


No.  of  Case.'*. 

Fatal. 

.\ppro3 

;imate  Proportion. 

1st  decade, 

2,960 

40 

1   in  74 

2nd      „ 

2,897 

52 

1   in  56 

3rd       „ 

4,322 

86 

178 

1   in  50 

10,179 

1   in  57 

This  still  shows  a 

steady  rise. 

Of  these  178  deaths,  95  were  due 

to  septicaemia, 

viz.  : — 

No.  of  Cases. 

Fatal. 

.Approximate  Proportion. 

1st  decade, 

2,960 

20 

1  in  148 

2nd      „ 

2,897 

31 

1  in     93 

3rd       „ 

4,322 

44 

1  in     99 

10,179  95  1  in  107 

The  proportion  of  deaths  from  sepsis,  as  compared  to  other 
deaths  primarily  due  to  parturition,  is  practically  the  same  in 
the  first  and  third  decades  {viz.,  50  and  51  per  cent.),  but  it 
is  slightly  greater  in  the  second  (60  per  cent.).  In  the  first 
decade  the  cases  were  treated  in  the  old  hospital,  in  the  second 
most  of  them  were  in  the  new  building,  and  the  remainder  in 
a  temporary  hospital. 

Taking  the  total  cases  the  entire  death  rate  is  1  in  48  ;  from 
causes  primarily  due  to  parturition  (84  per  cent,  of  the  total 
deaths),  1  in  57 ;  and  from  sepsis  (53  per  cent,  of  those  primarily 
due  to  parturition),  1  in  107. 

In  considering  the  outdoor  cases  we  saw  that  the  death  rate 
has  fallen  markedly,  while  in  the  indoor  eases  we  now  see  the 
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very  opposite.  At  tirst  sight  this  does  not  seem  very  satis- 
factory, but  there  is  a  very  simple  explanation.  A  glance  at 
the  number  of  operative  cases  and  complic;itions  dealt  with 
will  at  once  show  the  cause  of  the  high  death  rate.  During  the 
different  decades  the  following  operations  were  done  :  — 


1st  (lec^ 

<le. 

•iiu 

.leca.le. 

.•(!■( 

decadt'. 

Forceps 

G8     1  in 

ii 

807 

1    in       it 

6.50 

1   in          7 

Version 

21     1  in 

141 

39 

1  in     74 

1.54 

1  in       28 

Craniotomy 

■I     1  in 

148U 

88 

1  in     76 

112 

1  in       39 

Induction  of  labour 

■2     1   ill 

iiso 

10 

1  in  296 

90 

1  in       48 

Caesarian  section 

8 

1  in  987 

56 

1  in       77 

post-mortem      ... 

■2 

1  in  2161 

Total      -         -         98     L  in       32        897     1  in       7       1064     1  in         4 

In  the  same  way,  if  we  compare  the  complications  dealt  with, 
a  single  glance  will  show  the  enormous  difference  in  the  cases. 
Take  the  cases  of  antepartum  haemorrhage  in  each  decade.  In 
the  first  decade  there  were  two  cases  of  placenta  praevia  (both 
fatal),  and  one  case  of  accidental  haemorrhage.  In  the  second, 
sixteen  cases  of  placenta  praevia  (two  fatal),  and  seven  cases  of 
accidental  haemorrhage  in  a  smaller  number  of  cases.  In  the 
third  there  were  forty-five  cases  of  placenta  prtevia  (six  fatal), 
and  twenty-eight  of  accidental  haemorrhage  (two  fatal). 

In  the  tirst  decade  the  cases  were  mostly  normal.  In  fact 
the  proportion  of  bad  cases  was  much  the  same  as  in  the 
outdoor  department.  During  the  last  two  decades  more  and 
more  abnormal  cases  have  been  steadily  coming  to  the  hospital. 
The  increase  in  the  operative  work  has  been  enormous.  The 
more  frequent  use  of  the  forceps  accounts  for  a  good  many 
of  the  operations.  It  goes  without  saying  that  the  forceps  is 
applied  very  much  more  frequently  than  formerly,  and  with 
the  happiest  results.  No  woman  is  now  allowed  to  linger  on 
in  agony  until  she  is  exhausted.  If  with  good  pains  the  head 
is  not  making  any  progress  after  the  second  stage  has  lasted 
three  hours  in  a  multipara  or  four  in  a  primipara,  we  make 
it  a  rule  to  deliver.  A  very  large  proportion  of  our  forceps 
cases    are   high    ones   with   contracted    pelves,    and   in    many 
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delivery  is  only  possible  in  the  Walcher  position.  That  the 
early  application  of  forceps,  and  therefore  their  more  frequent 
use,  is  beneficial  to  the  patients,  is  abundantly  proved  by  the 
results  in  the  different  decades.  In  the  first  decade,  of  the  68 
cases  12  died  (1  in  6)  ;  in  the  second,  of  the  307  cases  8  died 
(1  in  38) ;  and  in  the  third,  of  the  650,  7  died  (1  in  93).  In  the 
second  and  third  decades  some  of  these  fatal  forceps  cases  were 
really  cases  of  antepartum  hae.norrhage  and  eclampsia,  whereas 
in  the  first  decade  so  few  of  these  complications  were  dealt  with 
that  exceedingly  few  of  the  fatal  forceps  cases  could  have  been 
of  this  nature.  Sepsis,  shock,  and  exhaustion  were  the  causes  of 
death  in  forceps  cases  in  the  first  decade. 

Versions  and  inductions  of  labour  have  also  been  much  more 
frequent  in  the  last  two  decades.  Taking  the  major  operations 
of  craniotomy  and  Caesarian  section,  we  see  a  very  great  in- 
crease. It  is  very  extraordinary  that  in  the  first  decade  only 
two  craniotomies  were  necessary.  One  of  these  was  fatal.  Very 
few  cases  of  contracted  pelvis  were  dealt  with. 

Deformity  of  the  pelvis  from  rickets  is  so  very  common  at 
the  present  day  that  we  are  practically  never  without  one  or 
two  cases  in  the  hospital,  and  have  sometimes  had  as  many 
as  eight.  Within  the  last  two  or  three  years  fully  10  per  cent, 
of  the  cases  have  had  contracted  pelves,  and  by  that  I  mean 
with  a  true  conjugate  of  from  3f  inches  downwards.  We  have 
many  others  with  very  slight  contractions.  From  the  study  of 
the  records,  it  seems  to  me  that  rickets  could  not  have  been  a 
very  common  disease  among  the  infants  of  fifty  years  ago,  but 
that  after  that  it  must  have  become  much  more  common.  At 
the  present  day  we  are  dealing  with  the  results  of  the  disease 
of  from  twenty  to  thirty  years  ago.  Sir  Hector  Cameron 
recently  remarked  to  me  that  he  was  quite  convinced  that 
rickets  was  now  on  the  decline  in  Glasgow.  From  a  much 
more  limited  experience  I  had  come  to  the  same  conclusion. 
Fifty  years  ago  the  city  was  not  nearly  so  overcrowded,  and  I 
take  it  that  the  poor  lived  more  on  oatmeal,  and,  what  is  of  the 
greatest  consequence  to  the  infants,  they  were  brought  up  on 
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the  breast,  and  not  on  condensed  skim  milk  or  starchy  trash 
as  at  the  present  day.  Loch  Katrine  water  is  of  course  gener- 
ally blamed,  but  unjustly  ;  I  have  seen  just  as  bad  cases  of 
rickets  in  London  as  here,  and  yet  the  London  water  is  just 
as  hard  as  the  Glasgow  water  is  soft. 

Fifty  years  ago  sanitation,  which  is  now  doing  so  much  in 
improving  the  public  health,  was  in  its  infancy.  In  a  few 
years,  I  imagine,  the  number  of  rickety  pelves  will  begin  to 
diminish,  but  at  the  present  time  we  are  dealing  with  the 
results  of  the  disease  when  it  was  at  its  acme. 

The  proportion  of  other  complications  is  also  very  large.  As 
I  have  already  pointed  out,  many  of  these  complicated  cases  are 
in  a  hopeless  condition  when  admitted. 

If  we  now  compare  the  proportion  of  deaths  among  the 
married  and  single  of  the  three  decades,  we  find  : — ■ 


Married. 

To 

tal  Fatal. 

Fiiina 

■ily  du 

c  to  Parturition 

1st  decade, 

810 

11 

1  in  73 

9 

1   in  90 

2nd      „ 

830 

27 

1  in  31 

21 

1  in  40 

3rd       „ 

1,563 
3,203 

69 

1  in  23 

59 

1  in  27 

Total, 

107 

1  in  .30 

89 

1  in  36 

Single. 

Total  Fatal. 

Primarily  due  to  Parturition 

1st  decade, 

2,150 

40 

1  iu  5i 

31 

1  in     69 

2nd      „ 

2,067 

36 

1  in  57 

31 

1  in     67 

3rd       „ 

2,759 

6,986 

30 
106 

1  in  92 
1  iu  66 

27 

1  in  102 

Total, 

89 

1  in     78 

It  is  rather  curious  that,  except  in  the  first  decade,  the  death 
rate  among  the  married  is  much  the  higher.  Taking  the  total 
in  the  three  decades,  the  death  rate  among  the  married  is  fully 
double  that  among  the  single.  This  is  contrary  to  what  one 
would  expect,  but  the  explanation  will  be  found  in  the  fact 
that  the  great  majority  of  patients  sent  in  by  practitioners  are 
maiTied.  They  are  all  very  difficult  cases,  and  some  of  them 
hopeless. 

Many  interesting  details  might  be  brought  out  by  comparing 
the  results  of  treatment  of  the  complicated  cases  in  each  decade, 
but  space  will  not  permit  me  to  do  this. 
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In  Table  IX.  we  have  the  whole  of  the  cases  combined. 

Total  Fatal.  Primarily  due  to  Parturition. 

Married,  40,£4J  271       1  in  150  207       1  in  196 

Single,  10,749  130       1  in     83  108       1  in  100 


Total,  51,290  401       1  in  128  315       1  in  164 

The  death  rate  among  the  single  cases  all  over  is  thus  seen 
to  be  much  higher  than  among  the  married.  The  death  rate 
among  the  primiparae,  especially  among  the  single  ones,  is 
much  higher  than  with  subsequent  births  until  we  reach  the 
eleventh  among  the  married,  when  it  reaches  its  highest  point 
(1  in  42). 
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Abdomen,  changes  of  size  and 
shape  of  in  pregnancy,  10. 

—  palpation  of  in  pregnancy,  12. 

—  ~  labour,  134. 

Abdominal  binder,  139. 

—  pregnancy,  159. 
Abortion.  166-185. 

—  causes  of,  168. 

—  complete  treatment  of,  179. 
^  criminal,  184. 

—  cuietting  in,  181. 

—  dangers  of,  167. 

—  diagnosis  of,  174. 

—  frequency  of,  167. 

—  incomplete,  173. 
treatment  of,  180. 

—  induction  of,  183. 

—  inevitable,  173. 
treatment  of,  178. 

—  menstrual,  168. 

—  missed,  174. 

diagnosis  of,  176. 

—  procured,  181. 

—  signs  and  symptoms  of.  172. 

—  spurious,  184. 

—  threatened,  172. 

treatment  of,  177. 

—  time  of  occurrence,  167. 


Accouchement   fonr   in   eclampsia, 
368. 

Acetonuria  in  pregnancy,  34. 

puerperium,  435. 

Adhesions,  pelvic,  87. 
j  Adherent  membranes,  316. 
I  —  placenta,  315. 
I  Adnexa,  tumours  of,  obstructing 
'         labour,  257. 

After-coming  head,  delivery  of, 
by  forceps,  328. 

suprapubic  pres- 
sure, 326. 

impaction  of,  324. 

—  treatment  of,  328. 

—  —  perforation  of,  329,  550. 
;  After-pains,  149. 

Air  embolism,  502. 
Albuminuria  in  infant,  359. 

—  in  pregnancy,  32,  358. 

—  —  puerperium,  435. 
Alimentary  canal,  diseases  of,  22 

et  seq. 
Amenorrho?a,  8. 

—  during  lactation,  516. 
Amnion     in    twin    pregnancies, 

340. 
I  Amputations,  foetal. 


treatment,  prophylactic,  185.  I  Anasarca  of  foetus,  303,  552 


—  tubal,  171. 

—  varieties  of,  171. 
Abscess,  mammary,  514. 

—  —  in  infant,  586. 

—  of  Bartholin's  glands,  80. 

—  pelvic,  481. 
Acardiac  monster,  341. 
Accidental  hfemorrhage,  189. 


Anaemia,  43. 

—  pernicious  in  pregnancy,  43. 
An:«sthesia  in  labour,  521  'd  seq. 

—  spinal,  521  et  seq. 
Aneurism,  53. 

Anchylosis  of  pelvic  joints,  287. 
Anencephalic  monster,  553. 
Anteflexion  of  gravid  uterus,  82. 
189 


Accouchement  force  in   accidental  I  Antepartum    hnemorrhage 
haemorrhage,  198,  200.  i  et 

(645) 
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Antiseptics   for   use   in   labour, 

132. 
Antistreptococcic  seruni,  470. 

in  cases  of  insanity,  519. 

Anus,  fissure  of,  455. 

—  imperforate,  583. 
Aphthse  of  new-born,  586. 
Apoplexy,  72. 

Appendicitis  in  pregnancy,  30. 
Appetite  cravings,  34. 
Areola,  10. 
Armamentarium,  132. 

Arms,    delivery    of,    in    l)rcech 
cases,  325. 

—  fracture  of,  328. 

—  upward  displacement  of,  324. 
Arrangement  of  bed,  133. 
Artificial  dilatation   of  cervical 

canal,  540. 

—  feeding  of  infant,  ()02  et  seq. 

—  human  milk,  611. 

—  respiration,  571. 

Ascites  as  a  cause  of  delav  in 
labour,  237. 

—  foetal,  303. 
Asepsis,  3. 

Asphyxia  neonatorum,  b^5'd. 

—  livida  and  pallida,  571. 
Ass's  milk,  607. 
Asthma  in  pregnancy,  67. 
Atresia  of  os  uteri,  237- 

—  —  pulmonaryarterv  in  child, 

570. 
Attitude  of  foetus,  117. 
Auscultation,  14. 
Auvard's  combined  instrument, 
546. 

— delivery  with,  550. 

Axis  of  the  pelvis,  116. 
Axis-traction  forceps,  530. 

Bacteria,  vaginal,  4-5. 
Bag,  Barnes',  540. 

—  Champetier  de  Ribes'.   540. 

—  of  membranes,  122. 

early  rupture,  243. 

Ballottement,  13. 
Bandl's  ring,  202. 
Bartholin's    glands.   ab>ce^s   of. 


Basilyst,  548. 

Baudelocque's  diameter,  114. 
Bed,  arrangement  of,  133. 
Bile  in  urine,  in  pregnancy,  34. 

puerperium,  435. 

eclampsia,  393-395. 

Binder,   abdominal   application 
of,  139. 

—  breast,  application  of,  151. 
Binovular  twins,  339. 
Bipolar  version,  338,  530. 
Bladder  in  pregnancy,  8. 
labour  causing  delav,  237. 

249. 

—  irritability  of,  38. 
Blindness  in  eclampsia,  360. 
Blood,  diseases  of,  in  pregnancv, 

42. 

—  in  urine  in  pregnancy,  34. 
puerperium,  434. 

—  discharge  of,  from  genitals  of 

new-born,  586. 
Blue  babj',  595. 
Blunt  hook  for  decapitating,  552. 

and  crotchet,  549. 

Bougies  for  induction  of  labour, 

540. 
Bowels,  case  of  obstruction,  259. 
Brain,  diseases  of.  in  pregnancv. 
72. 

—  injuries  to,  during  delivery. 

575. 
Braun's  hook,  552. 
Breasts,  abscess  of,  514. 

—  areola,  10. 

—  care  of,  150,  515. 

—  changes  in,  10. 

—  —  engorgement  of,  515. 

—  —  in  child,  586. 

—  hypertrophy  of,  516. 

—  inflammation  of,  514. 

—  pain  in,  10. 

—  strife  of,  10. 

—  supernumerary,  516. 
Breech  presentations,  320. 

delay  in,  324. 

Brim  of  pelvis,  115. 
Bronchitis,  65. 

Brow  presentations,  306-311. 
Bruit,  uterine,  14. 
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C^SARiAN  section,  559. 

—  —  post-mortem,  568. 

under   spinal  ana?stliesia, 

526. 
Calculi,  renal,  34. 

—  vesical,  249. 

after     Cfesarian     section, 

562. 
Cancer  of  cervix  in  pregnancy, 
157. 

— ■  —  labour,  241. 

Caput  succedaneum,  124. 
Cardiac  disease  in  pregnancy,  53. 

labour,  347. 

puerperium,  500. 

Care  of  child  during  puerperium, 

152. 
Carus,  curve  of,  117. 
Casein  of  milk,  602. 
Catheterisation,  437. 
Caul,  123,  570. 
Cellulitis,  pelvic,  475. 
Cephalic  version,  526. 
Cephalotribe,  545. 
Cervix,  atresia  of,  237. 

—  changes  in,  13. 

—  dilatation  of,  236. 

—  hypertrophy  of,  241. 

—  impaction  of  anterior  lip,  249. 

—  lacex-ation  of,  456. 

—  malignant  disease  of,  80,  157, 

242. 

—  rigidity  of,  240. 

—  rupture  of,  227. 

—  shortening  of,  235. 

—  stitching  of,  457. 
Cessation  of  menstruation,  7. 
Champetier  de  Ribes'  bag,  540. 
Chancres,  soft,  90. 

Child,   at)normalities    and   dis- 
eases of,  583  et  seq. 

—  sudden  death  of,  596. 
Chloral  in  eclampsia,  368. 
rigiditv  of  the  cervix,  237, 

243. 
Chloroform,  521. 
Chorea,  73,  517. 
Chorion,  cystic  degeneration  of, 

186. 

—  retention  of,  316. 


Cicatrices  in  vagina,  250. 
Clavicle,  fracture  of,  579. 
Cleansing  the  patient,  135,  139. 
Cleidotomv,  551. 
Club  feet,  583. 

Cocaine    in    rigiditv    of    cervix, 
240 

—  spinal  injection  of,  522. 
Coccyx,  movability  of,  115. 
Cold  in  htemorrhage,  219. 
Colostrum,  152,  599. 
Complex  labour,  126,  237  et  seq. 
Concealed     accidental     haemor- 
rhage, 189. 

—  postpartum  hfemorrhage,  217. 
Conjugate    diameter   of    pelvis, 

115. 

how  to  lengthen,  265. 

Constipation,  28. 
Contracted  pelves,  262  et  seq. 

—  —  measurement  of,  263. 
Contractions,  uterine,  122. 

irregular,  247. 

Convulsions.     See  Eclampsia. 

—  in  new-born  child,  597. 
Cord,  dressing  of,  152. 

—  haemorrhage  from,  592. 

—  knots  on,  570. 

—  ligature  of,  137. 

—  prolapse  of,  137,  337. 

—  round  the  neck,  137,  303. 

—  separation  of,  152. 

—  septic  infection  of,  594. 

—  shortness  of,  303. 
Cornea,  opacity  of,  270,  580. 
Cow's  milk,  606. 
Coxalgic  pelvis,  291. 
Cranioclast,  544. 
Craniotomy,  549. 

Cream  mixture,  611. 
Crede's  method  of  expressing  the 
placenta,  317. 

preventing  ophthalmia, 

588. 
Crotchet,  549. 

Curetting  after  an  abortion,  181. 
Cyanosis  of  new-born,  569. 
Cystitis  in  pregnancy,  40. 

—  —  puerperium,  435. 
Cystocele,  249. 
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Death  of  fa>tus,  habitual,  431. 

—  —  —  in   ectopic   pregnancy, 

164. 

—  sudden,  from  syncope.  500. 

— embolism,  501. 

of  child,  596. 

Decapitation,  552. 

Decidua  in  early  months,  170. 
Dcciduoma  malignum,  232. 
Deformities,  pelvic.  262  ff  xeq. 
-  of  fa-tus,  302. 
Delirium,  518. 

Delivery,   management    of    nor- 
mal, 132  et  seq. 
Depression  of  frontal.  577. 

skull,  578. 

Descent  of  head,  128. 
Diabetes,  33. 
Diagonal  conjugate,  263. 
Diameters  of  pelvis,  114. 

foetal  head,  119. 

Diarrhoea  in  pregnancy,  29. 
Diet  in  albuminuria,  33. 

—  —  infancy,  612. 

puerperium,  149. 

Dilatation    of   the   birth  -  canal, 

235. 
Dilator,  Barnes',  540. 

—  Bozzi's,  540. 

—  Hegar's,  540. 

—  Champetier  de  Ribes'.  540. 
Diphtheria,  107. 
Dislocations,  573. 
Displacement  of  arms  in  t)reech 

cases,  324,  328. 
Displacements  of  the  uterus  in 
pregnancy,  81. 

—  —  puerperium,  463. 

Doleris    on   spinal    anfesthesia, 
524. 

—  —  induction  of  labour,  524. 
Double  promontory,  265. 

—  uterus,  cases  of,  400. 

—  vagina,  400. 

Douche,  intra-uterine,  219. 
Drainage  of  uterus,  importance 

of,  474. 
Dribbling  of  urine,  38,  443. 
Dry  labour,  242. 
Duration  of  pregnancy,  20. 


Eclampsia,  357  "'  '<f(j. 

—  cases  of,  369. 

—  causes  of,  359. 

—  diagnosis  of,  362. 

—  fn^quency  of,  361. 

—  prognosis  of,  362. 

—  recurrent  case  of,  391. 

—  treatment  of,  364. 
Ectopic  pregnancy,  158-165. 

—  —  changes  in  uterus,  161. 

—  —  diagnosis,  163. 
prognosis,  164. 

—  —  signs  and  symptoms,  161. 

—  — of  rupture.  162. 

varieties,  159. 

Elbow  distinguished  froni  knee. 

331. 
Embolism,  69,  501. 
Embryotomy,  551. 
Emphysema  in  pregnancy,  66. 

—  subcutaneous  in  labour,  66. 
Endometrium,     involution     of, 

142. 
Endometritis,    as   a     cause     of 
abortion,  169. 

—  — —  accidental  hami- 

orrhage,  190. 

—  septic,  473. 

Enchondroma  of  pelvis   291. 
Enema  syringe,  132. 
Enteric  fever,  100. 
Epilepsy,  75. 

Ergot,  use  of,  140. 
Eruptions,  syphilitic,  591. 
Erysipelas,  111,  494. 
Erythema  and  intertrigo.  590. 
Evisceration,  552. 
Evolution,  spontaneous,  334. 
Examination,    vaginal,     during 

laboui-,  134. 
Excoriation  of  nipples,  514. 
Exostoses  of  pelvis,  291. 
Expulsion,  spontaneous,  334. 
Exstrophy  of  bladder,  277. 
Extension,  movement  of,  129. 
External  rotation,  129. 

—  conjugate,  114. 

Eves,     care     of,     at     delivery. 
137. 

—  inflammation  of,  587  et  seq. 
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Face  presentations,  306. 
Fallopian  tubes,  tumours  of,  81. 
False  pains,  121. 
Feeding  of  infant,  598  pA  si'ij. 

—  bottles,  Gil. 

Fevers,  specific,  in  pregn;incy,  9.5 
d  seq. 

Fever,  puerperal,  465. 

Femur,  fracture  of,  328,  579. 

Fibi'oid  tumours  in  [n-egnancv, 
80. 

labour,  252. 

Fillet,  328. 

Finger  nails,  diseases  of.  in  preg- 
nancy, 78. 

Fissure  of  anus,  4.55. 

—  —  nipples,  514. 
Fistula,  recto-vaginal,  450. 

—  vesico-vaginal,  39,  444. 

—  —  uterine.  448. 

—  —  utero-vaginal,  448. 

—  —  uretero-v^aginal,  449. 
Fits,  eclampti(;.     .SV  Eclampsia. 

—  epileptic,  362. 

—  hysterical,  362. 
Flat  pelvis,  269. 
Flexion,  128. 
Fleshy  mole,  174. 
Floating  kidney,  37. 
Foetal  attitude,  117. 

—  complications,  337. 

—  head,  118. 

diameters  of,  119. 

—  —  injuries  to,  274. 

—  —  large  size  of,  299. 
ossification  of.  300. 

—  heart  sounds,  14. 

—  movements,  9. 

—  parts  easily  felt,  9. 
Foetus,  habitual  death  of,  431. 

—  malformations  of,  302. 

—  papvraceous,  341. 
Fontanelles,  118. 

Food,  essential  elements  of,  602. 

—  proper,  for  infants,  606. 

—  preparation  of,  608. 
Foot  presentation.  321. 

—  club,  583. 

Foramen  ovale,  closure  of,  569. 

—  non-closure  of,  595. 


j  Forceps,  axis-traction,  530. 

I —  amount  of  force  to  use, 

536. 

application  of,  532. 

condition  in  which  to 

apply,  531. 

— position  of  patient.  532. 

traction,  535. 

versus  turning,  530. 

Forewaters,  122. 

Fractures  in  utero,  573. 

—  during  delivery,  274,  579. 

—  —   —  of  skull,  574  et  seq. 
Frpenum    lingute,    shortness    of, 

585. 
[  Frontal  bone,  depression  of,  .577. 
I  Fundus  uteri,  height  of,  12. 
j  Funic  presentation,  337. 
I  —  prolapse,  337. 

—  soutfie,  15. 
Funnel-shaped  pelvis,  288. 

Galactocele,  515. 
Gall  stones,  30. 

Genital    organs,     complications 
connected  with,  79. 

—  —  of  child,  injuries  to,  582. 
Glycosuria,  33. 

Goat's  milk,  607. 
Gonorrhoea,  89. 
Gonorrhoeal  rheumatism,  493. 
Gums,  inflammation  of,  22. 

HyEMATOCELE,  160. 

Ha-matoma,  231,  250. 

—  of  external  genitals,  157. 
Hsematuria,  34,  434. 
Hperaophilia,  52,  1.56. 

—  in  infant,  156. 
Haemoptysis,  69. 
Haemorrhage,  accidental,  189. 

—  —  aetiology  of,  190. 

—  —  diagnosis  of,  193. 

—  —  prognosis  of,  191. 

time  of  occurrence  of,  190. 

treatment   of,  195. 

concealed    treatment     of, 

200. 

—  from  blood  diseases,  155. 
cord,  592. 
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Hfemorrhago  from  diseased  cer- 
vix, 157. 

—  —  wounds  of  external  geni- 

tals, 157. 

—  in  ectopic  pregnancy,  158. 

—  into  brain  of  child,  575,  581. 

—  of  early  months  of  pregnancy, 

153. 
the  puerperium,  228,  234. 

—  nature's  method  of  chocking, 

200. 

—  post-partum,  210  i^t  snj. 
atonic,  217. 

— causes  of,  217. 

—  —  diagnosis  of,  218. 

—  —  primary,  217. 

secondary,  217,  228,  231. 

signs    and   symptoms   of, 

217. 

traumatic,  217,  225,  228. 

treatment  of,  218. 

—  subconjunctival,  580. 

—  unavoidable,  202  et  seq. 

—  —  Caesarian  section  in,  214. 
diagnosis  of,  209. 

—  —  prognosis  of,  210. 

—  —  time  of  occurrence.  207. 

treatment  of,  210. 

Haemorrhoids,  30. 

—  prolapsed  and  inflamed,  454. 
Head,  foetal,  diameters  of,  119. 

malposition  of,  304. 

moulding  of,  118,  124. 

in  face  cases,  310. 

movements  of,  128. 

Heart  disease  in  labour,  347. 
pregnancy,  53. 

— puerperium,  500. 

Hegar's  dilators,  540. 

Hemiplegia,  72. 

Herpes,  78. 

Hernia    into    Douglas's    pouch, 

261. 
Hook,  blunt,  549. 

—  decapitating,  552. 

—  Rarasbot ham's,  552. 
Hour-glass  contraction,  315. 
Humerus,  fracture  of,  579. 
Human  milk,  analysis  of,  604. 
artificial,  611. 


Hydatid  mole,  186. 
Hydramnios,  242. 
Hydrocephalus,  301. 
Hydro-nephrosis,  38,  301. 
Hymen,  persistent,  250. 
Hypospadias,  584. 
Hysteria,  75,  362,  437. 

Ice  in  haemorrhage,  219. 

Imbecility  arising  from   injury 
at  birth,  275. 

Imperforate  anus,  583. 
I  Impregnation,  168. 
!  Impetigo  hypertiformis,  78. 
I  Incarceration  of  uterus,  83. 

Incision  of  cervix,  239,  241. 
I  Incontinence  of  urine,  38,  445. 

Induction  of  abortion,  183. 
!  —  —  labour,  537. 
[  Inertia  uteri  in  first  stage,  236. 

—  second  stage,  246. 

I  Infant  feeding,  598  et  seq. 

I  Infantile  pelvis,  288. 

{ Infection  from  drains,  467,  508. 

I  —   septic  of  cord,  594. 

'  Influenza,  110. 

I  Infusion  apparatus,  366. 

Injuries,  effect  of  on  pregnancy. 
94. 

—  to  child  during  delivery,  569, 
;  et  >ieq. 

\ soft  parts,  579,  582. 

i  Insanity  in  pregnancy,  76. 

puerperium,  518. 

'  —  sepsis  in,  518. 

Integumentary  sj'-stem,  diseases 
of,  77. 

Internal  rotation,  129. 

Intertrigo,  590. 

Intra-uterine  douche,  219. 

Inversion  of  uterus,  438. 

Involution  of  endometrivim.  142. 

uterus,  144. 

—  —  —  rate  of,  146. 
Irregular  uterine   contractions. 

247. 

Jaundice,  29. 

—  in  child,  585. 

eclampsia,  394,  395. 
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Jaw,  traction  on,  326. 
Jellett,   on    treatment   of    acci- 
dental hfemorrhage,  199. 

Kidney,  congenitallv  displaced, 
37,  261. 

—  cystic  disease  of,  37. 

—  diseases  of,  31  et  scq. 

—  floating,  37,  261. 

—  pregnancy,  32,  3.58. 
Knee,  320. 

Knotting  of  cord,  570. 
Kyphotic  pelvis,  286. 

Labia,  oedema  of,  in  oclaniijsia, 

360. 
— •  varicose  veins  in,  52. 
Labour  and  its  mechanism,  113. 

—  classification  of,  125. 

—  clinical  phenomena  of,  120. 

—  complex,  126. 

—  delay  in  first  stage,  235-244. 

—  —  —  second  stage,  245-312. 
third  stage.  313-318. 

—  dry,  242. 

—  duration  of,  125. 

—  effect  on  child,  124. 

—  factors,  113. 

—  first  stage,  122. 
-  full  time,  113. 

—  how  to  conduct  first  stage,  122. 
_.._  _.  —  _.  second  stage,  123. 

—  —  —  —  third  stage,  124. 

—  in  a  double  uterus,  399. 

—  laborious,  125. 

—  length  of  second  stage  to  be 

allowed,  246. 

—  lightening  before,  121. 

—  mature,  113. 

—  mechanism  of,  126. 

in  bi-eech  cases,  322. 

—  face  cases,  308. 

—  first  position,  128. 

second  position,  130. 

—  third  position,  304. 

—  —  of  third  stage,  131. 

—  missed,  126,  425. 

—  normal,  125. 

—  obstruction  from  tumours  of 

aduexa,  257. 


Labour,    obstruction    from    tu- 
mours of  uterus,  252. 

—  painless,  25,  49. 

—  premature,  113. 
induction  of,  537. 

—  premonitory  symptoms,  121. 

—  prseternatural,  126,  319. 

—  spurious,  19,  164. 

—  second  stage  of,  123. 

—  third  stage  of,  124. 

delayed,  317. 

Laceration,  cervix,  456. 

—  perineum,  225. 

—  vagina,  225. 
Lactation,  150,  599. 

Lateral  obliquity  of  uterus,  229. 
Ligaments  of  uterus,  involution 

of,  142. 
Linea  nigra,  11. 

Liquor  amnii,  excessive  amount. 
242. 

small  amount,  242. 

Lithoptedion,  164,  425. 
Liver,  diseases  of,  29. 

—  hfemorrhage  into,  in  eclamp- 

sia, 358. 

in  child,  .582. 

Lochia,  143. 
Locking  forceps,  534. 
Locked  twins,  345. 
Lordosis,  282. 

Maceration,  426. 
Malacosteon,  284. 
Malformation  of  fcetus,  302. 
Malposition    and    malpresenta- 

tion  as  cause  of  delay  in 

first  stage,  244. 

—  of  arm,  313. 

head,  304. 

Malpresentations  of  head,  306. 
Mamma  in  pregnancy,  10. 

—  abscess  of,  in  pregnancy,  514. 
in  puerperium,  514. 

—  in  puerperium,  150,  513. 
j  —  hypertrophy  of,  516. 

—  supernumerary,  516. 

j  Mammary  complications,  513. 
Mania,  76,  518. 
Marriage  in  heart  disease,  63. 
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Mastitis,  513. 

Maternal  complications  of  la- 
bour, 347. 

Measles,  108. 

Mechanism  of  labour,  126. 

face  presentations,  307. 

flat  pelvis,  271. 

justo  minor  pelvis,  268. 

— oceipito-posterior,  304. 

pelvic      presentations. 

322. 

-  transverse  presenta- 
tions,  333. 

Meconium,  on  examining  finger. 
321. 

Melancholia,  76,  518. 

Membranes,  adhesion  of,  244. 

in  third  stage,  316. 

—  bag  of,  122. 

—  early  rupture  of,  243. 

—  toughness  of,  299. 
Meningocele,  302. 
Menopause,  8. 
Menstrual  abortion,  168. 
Menstruation  in  pregnancy.  153. 

—  suppression  of,  7. 
Micturition  after  delivery,  148. 

—  difflcultv    of.    in    child,    152, 

585. 
Milk,  artificial,  human.  611. 

—  condensed,  608. 

—  cows,  606. 

—  dispersal  of,  151. 

—  peptonised,  608. 
Miscarriage,  166. 

—  missed,  429. 
Missed  abortion,  174. 

—  labour,  126,  425. 

Mitral     stenosis,    prognosis    of, 

348. 
Mole,  fleshv,  174. 

—  vesicular,  186-188. 
Monster,  acardiac,  341. 
Monsters.  303. 
Montgomery's  tubercles,  10. 
Morning  sickness,  8. 

Mother,    care   of,   during   puer- 

perium,  147. 
Moulding  of  head,  118,  124. 

—  in  face  cases,  310. 


Movements,  foetal,  9. 
Multiple  pregnancy,  338. 

Naegele  pelvis.  290. 
Nausea,  23. 
Nephritis,  31. 

Nerves,  pressure  upon,  581. 
Nervous   system,  complications 
of,  in  puerperium.  517. 

diseases  of,  71. 

effect  of  pregnancy  upon. 

69. 
Neuralgia,  71. 
Nipples,  care  of,  150,  514. 

—  chapped,  514. 

—  supernumerary,  516. 
Normal  labour,  125. 
Nurse,  wet,  601. 

Obliquity  of  uterus,  239. 
Obliquely  contracted  pelves,  289. 
Oceipito-posterior,  306. 
CEdema  in  eclampsia,  360. 

—  —  heart  disease,  54. 

twins,  341. 

Operations  destructive  to  child. 

543  et  seq. 

—  effect  of,  on  pregnancy,  94. 

—  obstetric,  520  et  seq. 
Operculum,  6. 

Ophthalmia  neonatorum.  587  ef 

seq. 
Organisms  of  sepsis,  466. 
—  method  of  entrance  of. 

466. 
Os,  occlusion  of,  237. 
Osseous  system,  diseases  of.  77. 

284. 
Ossification  of  fcetal  head,  300. 
Osteo-malacia,  77. 
Ovarian  cyst,  258. 

—  pregnancy,  81. 

—  tumour,  81,  257. 
Overlaying,  570. 
Ovum,  expulsion  of.  170. 

P.\ixs,  after,  149. 

—  false  and  true,  121. 
Painless  labour,  49. 
Palpation  of  abdomen,  134. 
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Papyraceous  foetus,  341. 
Paralysis  in  pregnancy,  72. 

—  — puerperiuin.  517. 
Parametritis,  475. 
Paraplegia,  72. 
Parovarian  cyst,  257. 
Passages,   faults   of    Hrst   stage, 

113. 

—  second  stage,  237-248. 

Passenger,   causing  delay,   first 

stage,  113. 

— second  stage,  242. 

Pasteurisation  of  milk.  600. 
Pelvic  adhesions,  87. 

—  cellulitis,  475. 

—  contractions,  method  of  diag- 

nosing, 262. 

—  perimetritis,  476. 

—  peritonitis,  476. 

—  positions,  322. 

—  presentations,  320. 

Pelvis,    normal    axis,   presenta- 
tions of,  116. 

diameters  of,  114. 

inclination  of,  116. 

planes  of,  116. 

—  congenital  dislocation  of  hips, 

276. 

—  coxalgic,  291. 

—  flat  rickety,  269. 

diagnosis  of,  270. 

mechanism  of  labour, 

271. 

—  generally  contracted  ricketv, 

268. 

—  infantile,  228. 

—  justo  major,  267. 
minor,  268. 

—  kyphotic,  286. 

—  malacosteon,  284. 
pseudo.  286. 

—  male,  288. 

—  Naegele,  290. 

—  Robert's,  287. 

—  sarcomatous-enchondroraaof, 

292. 

—  scoliotic,  289. 

—  split,  278. 

—  spondylolisthetic,  281. 
Pemphigus  neonatorum,  591. 


Pelvimeters,  264. 

Peptonuria,  34,  435. 

Perch loride   of  iron  in  hfemor- 

rhage,  221. 
Perforation,  550. 

—  of  after-coming  head,  550. 
Perforator,  Simpson's,  .544. 
Perimetritis,  476. 
Perineum,  central  tear  of,  452. 

—  examine,  after  delivery,  139. 

—  how  to  support,  157. 

—  laceration  of,  139,  250. 

—  rigiditv  of,  249. 

—  stitching  of,  139. 
Peritonitis,  pelvic,  476. 

—  general,  468. 
Pernicious  anaemia,  43. 

—  vomiting,  24. 
Phlebitis,  505. 

Phlegmasia  alba  dolens.  5.3,  585. 
Phthisis,  07. 
Pigmentation,  11. 
Placenta,  adherent,  315. 

—  delivery  of,  138. 

—  retained,  314. 

—  succenturiate,  230,  316. 
Placenta  prsevia,  206  et  seq. 
Caesarian  section  in,  214. 

—  —  causes  of,  208. 

treatment  of,  211. 

varieties,  207. 

Plague,  103. 
Pleurisy,  69. 

Plugging  in  abortion,  178. 

—  —  placenta  prsevia,  211. 

—  —  post-partum  haemorrhage, 

221,  227. 
Pneumonia,  65. 
Podalic  version,  527. 
Polyuria,  33. 
Porro's  operation,  565. 
in    concealed    accidental 

haemorrhage,  201. 
Position  of  foetus,  118. 

—  order  of  occurrence,  128. 

—  transvei'se,  332. 
Post-partum  haemorrhage,  216  et 

seq. 

— concealed,  217. 

primary,  217. 
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Post-partum  hpemorrhage,  secon- 
dary, 228-231. 

— traumatic,  225. 

Powers,  faults  in  first  stage,  113, 

236. 
second  stage,  240,  299. 

—  primary,  113. 
failure  in,  24B. 

—  secondary,  113. 

failure  in,  247. 

Pregnancy,  abdominal.  1.59. 

—  diagnosis  of,  16-20. 

—  duration  of,  20. 

—  ectopic,  158  ef  seq. 

—  infundibular,  159. 

—  interstitial,  159. 

—  intra-ligamentous.  169. 

—  kidney  of,  358. 

—  multiple,  338. 

—  ovarian,  159. 

—  signs  and  symptoms,  6-18. 

—  spurious,  19. 

—  subperitoneo-pelvic,  159. 

—  tubal,  159. 

—  tubo-abdominal,  159. 

—  tubo-uterine,  159. 
Premature  labour,  induction  of, 

537  et  seq. 
Presentation,  117. 

—  breech,  320. 

—  face,  306. 

—  funic,  337. 

—  irregular,  319. 

—  transverse,  330. 
Prolapse  of  cord,  137,  337. 

uterus,  463. 

Promontory,  double,  265. 
Pruritis,  78. 
Pseudocyesis,  19. 

—  malacosteon,  286. 
Ptyalism,  9,  23. 

Puerpei-al  convulsions.  367  ^^  s^g. 

—  fever,  465  et  seq. 

—  insanity,  518. 

—  septicaemia,  468. 

—  —  of  unusual  origin,  484. 
Puerperium,  141. 

—  complications  of,  434. 

—  time  in  bed,  151. 
Pulmonary  embolism,  601. 


Purpura  haemorrhagica,  47,  155. 
Pyciemia,  471. 
Pvosalpinx,  double,  491. 
Pyuria,  34,  435. 

Quickening,  9. 

Rachitic  pelvis,  269. 
Ramsbotham's  hook,  552. 
Respiration,  artificial,  571. 
Respiratory  organs,  diseases  of, 

65. 
Renal  calculus,  34. 

—  tumours,  37. 
Restitution,  129. 
Retained  placenta,  314. 
Retention  of  urine,  438. 
Retraction  and  contraction,  205. 

—  ring,  202. 

Retroflexion  of  gravid  uterus,  82. 
Rheumatism,  gonorrhoeal,  493. 
Rickets,  effect  on  the  pelvis,  269. 
Robert's  pelvis,  287. 
Rotation,  external,  129. 
-—  internal,  129. 

—  long  internal,  305. 
Rupture  of  membranes,  123. 
early,  243. 

—  —  cervix,  456. 

perineum,  225. 

uterus,  87,  408. 

vagina,  225. 

Saline  infusion,   how  to   give, 

223. 
Salivation,  9. 
Saproemia,  472. 
Sarcomatous    enchondroma    of 

pelvis,  292. 
Scarlet  fever,  105. 
Schultze's   method  of  artificial 

respiration,  571. 
Scolio-rachitic  pelvis,  289. 
Scurvy,  46,  155. 
Secretion  of  milk,  150,  599. 
Semmelweis,  1. 
Septicaemia,  antepartum,  496. 

—  puerperal,  468  >t  seq. 

Septic   complications    of    puer- 
perium, 465  et  seq. 
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Septic  infection  of  cord,  5!)4. 

Sex  of  twins,  339. 

Shock,  501. 

Shows,  121. 

Shoulder  presentation,  330. 

Signs  of  pi-egnancy,  6-18. 

Simpson's  basilyst,  548. 

—  forceps,  530. 

—  perforator,  544. 
Skin,  diseases  of,  77. 

—  pigmentation  of,  11. 
Small  pox,  95. 
Souffle,  funic,  15. 

—  uterine,  14. 
Sounds,  heart,  14. 
Spasmodic  rigidity  of  cervix,  240. 
Spinabihda,  302,  o96. 

Spinal  anaesthesia,  521  ef  srq. 

Csesarian    section    under, 

526. 
Split  pelvis,  277. 
Spondylolisthetic  pelvis,  281. 
Spondylotomy,  552. 
Spontaneous  evolution,  334. 

—  expulsion,  334. 

—  rectification,  333. 

—  rupture  of  uterus,  418. 

—  version,  333. 
Spurious  labour,  19,  164. 

—  pregnancy,  19. 

Stages  of  labour,  122,  123,  124. 
Stenosis  of  os,  237. 

—  mitral  prognosis  of,  348. 
Sterilisation  of  milk,  610. 

patient,  561. 

Stirrage,  9. 

Stomach,  aft'ections  of,  23. 
StriaB,  10-11. 
Styptics,  221. 
Subinvolution,  146. 
Sudden  death  of  child,  596. 
Sugar  in  urine  in  pregnancy,  33. 

puerperium,  435. 

Super-fecundation,  339. 

—  foetation,  339,  398. 

—  involution,  146. 
Suppression  of  urine,  438. 
Suprarenal    gland,    use    of    in 

hsemorrhage,  221. 
Sutures,  118. 


Symphysiotomy,  555  et  seq. 
Svncope,  500. 
Syphilis,  90. 

—  effect  upon  foetus,  92. 

placenta,  91. 

Syphilitic  eruptions,  591. 

Te.mperature     in     puerperium, 

149. 
Tetanus,  497. 

—  neonatorum,  593. 
Thrombosis,  53,  505. 
Thrush,  586. 

Thyroid    or    thymus,    enlarged, 
causing       as- 
phyxia, 570. 
■  face  presentation, 

306. 
Tongue,  traction  on,  in  asphyxia, 

572. 
Transfusion,  223. 
Transverse  presentations,  330. 

treatment  of,  334. 

Triplets,  343. 
Triradiate  pelvis,  284. 
Tubal  abortion,  163. 

—  pregnancy,  159. 

Tuffier,  spin-dl  anaesthesia,  521. 
Tumours,  fibroid,  80. 

—  of  Fallopian  tubes,  81. 
pelvis,  291. 

—  ovarian,  81. 

—  parovarian,  81. 
Turning,  343. 

Twin  labour,  treatment  of,  343. 

—  pregnancy,  course  of,  341. 
Twins,  binovular,  339. 

—  locked,  345. 

—  malpi'osentations  of,  344. 

—  presentations,  343. 

—  uniovular,  340. 
Typhus,  98. 
Tyrosin,  34,  435. 

Umbilical  cord,  dressing  of,  152. 

hfemorrhage  from,  592. 

ligature  of,  137. 

prolapse,.  137,  337. 

round  neck,  137,  303. 

—  separation  of,  152. 
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Umbilical  cord,  septic  infection 
of,  594. 

shortness  of,  303. 

Unavoidable  hfemorrhage,  202. 

Uretero-vaginal  fistula.  449. 

Urine  in  pregnane^',  abnormali- 
ties of,  33. 

dribbling  of,  38. 

incontinence  of,  38. 

— retention  of,  38. 

puerperium,  abnormali- 
ties, 434. 

—  —  —  acetone  in,  435. 

bile  in,  435. 

blood  in,  434. 

dribbling  of,  443. 

incontinence  of,  445. 

— leucin,  435. 

peptones,  435. 

pus,  435. 

retention  of,  43(i. 

sugar  in,  435. 

—  suppression  of,  438. 

Urticaria,  77. 

Uterine  contractions,  irregular, 
247. 

—  inertia,  first  stage,  236. 

second  stage,  24(). 

third  stage,  314. 

—  segment,  lower,  202. 
Uterus,  auscultation,  14. 

—  displacements  of,  81,  463. 

—  extirpation  of,  in  septicfemia, 

471. 

—  hour-glass  contraction  of,  315. 

—  incision  in  Cfesarian  section, 

563. 

—  inversion  of,  458. 

—  —  causes  of,  459. 
treatment  of,  462. 

—  involution  of,  142. 
rate  of,  144. 

—  malposition  of,  delaying  first 

stage,  239. 

—  malformations  of,  397. 

bicornis  duplex,  397. 

unicollis,  397. 

cordiformis,  397. 

didelphj's,  397. 

labour  in,  399. 


Uterus   malformations,   subsep- 
tus,  397. 

—  —  unicornis,  398. 

—  prolapse  of,  463. 

—  removal  of,  in  CfPsarian  sec- 

tion, 565. 

—  retro-displacements,  464. 

—  rupture  of.  87,  408. 

—  —  cause  of,  409. 

—  ~  diagnosis  of,  411. 

—  —  frequency  of,  408. 

prognosis  of,  412. 

seat  of,  409. 

—  —  sj'mptoms  of,  410. 

treatment  of,  412. 

— by  drainage,  414. 

—  — removal,  415. 

—  —  —  —  suture,  414. 
varieties  of,  409. 

—  size  of,  after  delivery,  141, 

—  spontaneous  rupture,  418. 

Murraj^'s  case,  423. 

Poroscliin's,  423. 

—  subinvolution  of,  146. 

—  super-involution.  146. 

—  tumours  of,  obstructing 

labour,  252. 

—  vaginal  fixation  of,  240. 

Vagina,  changes  in,  13. 

—  cicati'icial  contraction,  2.50. 

—  double,  398,  401. 

—  lacerations  of,  225. 

—  prolapse  of,  249. 

—  rigidity  of,  249. 

—  rupture  of,  405. 

—  tumours  of,  80,  250. 
Vaginal  discharge,  79. 

—  examination,  134. 

—  fixation  of  uterus,  240. 
Vaginismus,  250. 
Valve,  Eustachian,  .595. 
Varicose  veins,  52. 

Veins,  thrombosis  of,  53,  506. 
Venereal  disease,  89. 

—  warts,  251. 
Venesection  in  eclampsia,  367. 

heart  disease,  348. 

Version,  bipolar,  527. 

—  cephalic,  526. 
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Version,  combined  internal  and 
external,  529. 

—  external,  527. 

—  internal,  528. 

—  podalic,  528. 

—  risks   to   mother   and   child, 

530. 
Vertex,  119. 
Vesicle  calculus,  :39. 
Vesico-uretero- vaginal    fistula, 

449. 
Vesico-uterine  fistula,  448. 

—  utero-vaginal  fistula,  448. 

—  vaginal  fistula,  444. 


Vestibule,     haemorrhage     from, 

225. 
Vomiting,  9. 

—  pernicious,  24. 
cases  of,  24-27. 

—  —  treatment,  27. 
Vulva,  lacerations  of,  157. 

—  pruritis,  78. 

—  oedema,  360. 

Walcher's  position,  26.5. 
Weaning,  600. 
Wet  nurse,  601. 
Williams,  Dr.  Whitridge,  4. 
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